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MEDICINE TODAY—ITS AIMS AND RESPONSIBILITIES 


Edgar V. Allen, M.D., Rochester, Minn. 


When I began preparation of this paper I had only 
ceneral ideas, for I was requested to present a non- 
scientific essay. I know now that generalities tend to 
remain amorphous and that to cause them to crystallize 
in lucid exposition may require a great deal of additional 
thought. Also, I have some perturbation about the result 
[have achieved. I know that in this audience are persons 
whose qualifications for the sort of address I was asked 
to make equal or exceed mine. Moreover, as I read what 
I had written when it was too late to make changes, I 
wondered if some of my words would be interpreted in 
Milwaukee as accusation. I assure you that is not my 
intention. In Milwaukee, I am fully aware, my voice is 
not crying in a wilderness. But there are remnants of 
wilderness in the land, and where but in a place of en- 
lightenment such as this would it be more likely to be 
useful to urge the true disciples of medicine to missionary 
zeal? 

MY CREDO 

I believe in the profession of medicine. I am thankful 
for that improbable chance that, in an earlier day, took 
me out of a school of engineering into premedical study. 
I would rather be of the physician’s guild than a follower 
of any other occupation of which I know. I believe that 
no profession offers better opportunity for growth in 
moral and ethical stature, for contribution to the welfare 
of society, and for relief of individual human suffering. I 
believe that no profession permits the practitioner to 
approach so closely the goals of kindness, loyalty, devo- 
tion, and consecration as does medicine. If I find, as you 
must, flaws in the wide surface of the portrait that 
represents us, I believe them to constitute only a chal- 
lenge to us to strive more diligently toward perfection. 


ACCOMPLISHMENTS OF MEDICINE 


Much of what has been accomplished in the past 30 
years, the “Golden Age of Medicine,” has been the out- 
growth of mental and emotional attitudes of practitioners 
and scientists toward their chosen work. If, in amplifica- 
tion of what has been said, a few of you note that frag- 
ments have been taken from something I said elsewhere, 


perhaps you will have the goodness to consider them 
pertinent to the present occasion. Mark Akenside, a 
physician, thought of science as the “pure delight.” A 
portion of his work, “The Pleasures of Imagination,” 
published in 1744, reads as follows: 
Speak, ye, the pure delight, whose favored steps 
The lamp of science thro’ the jealous maze 


Of nature guides, when haply you reveal 
Her secret honors 


To scientists dedicated to the “pure delight,” and to 
practitioners who have interpreted the results of labora- 
tory investigation for the benefit of the sick, all are 
indebted for this Golden Age. The investigator and the 
practitioner occupy the bright foreground of a dark 
canvas. They are, in my estimation, the most favored of 
all in the scope of human endeavor. I do not wish to 
detract from the tribute paid the Royal Air Force by 
Winston Churchill, when he said, “Never in the field of 
human conflict was so much owed by so many to so few.” 
In the long view of history, however, this fine Churchillian 
phrase, in my estimation, can be applied even more 
aptly to all whose primary aim has been relief of human 
illness. If in passing I note that we, the practitioners of 
medicine, take undue credit for what has been done, for- 
getting that we have done little more than apply what 
others have discovered, I need only recall the omni- 
presence of human frailty. 

I shall not document in detail the accomplishments 
of medical science and medical practice that have made 
this the Golden Age. Anyone can identify them by read- 
ing the edition of Osler’s textbook published in 1918 and 
noting the contrast between medical skill and knowledge 
then and now. Suffice it to say here that the time from 
cradle to grave has increased from fifty years in 1900 to 
almost three score and ten in 1952. The percentage of 
the population older than 65 years has doubled in.the 
same period. 

“Man that is born of woman is of a few days and full 
of trouble,” wrote the unknown author of the Book of 
Job; but man that is born of woman today is of many 
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days. That he is full of trouble is the endowment of a 
world of despair, doubt, and angry disillusionment. The 
contribution of physicians to this world is prevailingly 
to improve it; however, the harsh facts are that a sub- 
stantial portion of the population is dissatisfied with the 
kind of medical care it is getting and with the cost of it. 
Consequently, not impulsive opposition but soul-search- 
ing tolerance and leadership will be required of medicine 
if it wishes to guard the public health against those who 
are willing to trade the much that has been accomplished 
in matters of health for an uncertain pig in a socialistic 


oke. 
P DEFICIENCIES WITHIN THE PROFESSION 


Earlier in this presentation I accounted for any carp- 
ing of mine, and now, in further defense of what I am 
about to say, please recall the epigram attributed to 
Abraham Lincoln: “To accept by silence, when they 
should protest, makes cowards of men.” I need not 
furnish to this audience evidence that occasionally treat- 
ment is for fee rather than for patient welfare. If great 
literature portrays life, probably hundreds of examples 
of destruction of character by cupidity or uncontrolled 
ambition can be cited. One that seems appropriate to 
quote at this time, because of the stir the work currently 
is making, is found in Coghill’s translation of “The 
Canterbury Tales.” In “The Pardoner’s Tale,” three 
young roisterers are represented as looking for Death. 
They seize an old man and mockingly demand that he 
tell them where Death can be found. He assures them 
that he has seen Death that very day, down the road, 
under an oak tree. With drunken bravado, they march 
to the tree and find, to their amazed delight, a pile of gold 
florins. But the old man was right, too. Since the three 
decided they cannot haul their treasure home in daylight, 
they send the youngest back to town for bread and wine 
to sustain them until night. No sooner is he gone than 
one of the other two proposes treachery: 

Now look; when he comes back, get up in fun 
And have a wrestle with him, just a rag; 

Then Ill jump up and slice him through the bag 
While he is struggling, thinking it a game; 

You draw your dagger too and do the same. 
Then all this money will be ours to spend 


But the youngest, on his way to town, had similar 
thoughts and poisoned two of the three bottles of wine 
he bought. Chaucer continued: 

Why make a sermon of it? Why waste breath? 
Exactly in the way they’d planned his death 
They fell on him and slew him, two to one. 
Then said the first of them when this was done, 
“Now for a drink. Sit down and let’s be merry. 
For later on there’ll be the corpse to bury.” 
And, so it happened, reaching for a sup 

He took a bottle full of poison up 

And drank; and his companion, nothing loth, 
Drank from it also, and they perished both. 


Of course, I do not mean to suggest that a physician 
in his right mind will commit murder for gain. The urge 
to acquire may adversely affect one’s work, however, 
and if we would combat deterioration of that nature, we 
must begin with acceptance of the fact that, sometimes, 
medical practice is dishonest, incapable, unethical, and 
too costly. The time has passed when we can condone 
needless operations and prolonged treatment for ills 
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that do not exist because the physician does not know 
any better. One so ignorant when all about him is the 
opportunity to learn and one who refuses to call for con- 
sultation when it is within reach is not qualified to prac- 
tice medicine. Such conditions could not exist if were 
it not for our reluctance to discipline those within our 
own profession. Basking in the sunshine of prosperity, 
we are, to this extent, untrue to the ethics of medicine 
through negligence. We must, in fact, be our brother’s 
keeper. 

The law, justifiably trustful of the standards of our 
guild, is lenient. Hence, our diplomas and our certificates 
of licensure to practice permit us a large measure of self- 
government; only in cases of gross negligence and overt 
malpractice does the law step in. I do not recommend 
periodic evaluation of individual competence either by 
ourselves or by the state, but I do insist that we maintain 
our standards. Those who deviate from practices that 
are vital to our profession must turn from their wayward- 
ness or get out of medicine. 


MEDICAL PRACTICE AND SOCIETY 


It is no news to you that medical practice, as contrasted 
with medical science, has been and is under vigorous 
attack by many of our fellow citizens. This is not without 
benefit to us; a kite rises only against the wind. Are all 
who oppose us politically ambitious, personally selfish, 
or desirous of power? We would be devoid of vision and 
thoughtful consideration if we believed it. It is true that 
there are persons who have pilloried medical practice as 
a game, without realizing that they are playing in a game 
of destiny, and who thus have caused the wise to stammer 
and the timid to retreat. Some believe that accusations 
are equivalent to facts and confuse suspicion with cer- 
tainty. In addition, however, there are within and with- 
out the profession those who are determined to act for 
the common welfare. 

As a member of the House of Delegates of the Ameri- 
can Medical Association for many years, I have noted 
improvements that have been effected in medical prac- 
tice. Now, we are something like the Australian who 
bought a new boomerang. He was brought to the point 
of complete frustration in trying to throw the old one 
away. Few have, by individual acts, done more harm to 
the cause of medicine than those who have said, “I don’t 
make house calls,” or “I don’t make night calls,” and 
have hung up the telephone. Fortunately, that behavior 
is largely of the past. Yet I wonder if your county medi- 
cal society is in a position to challenge those who com- 
plain—as did the Alameda County Medical Society, by 
means of a full page announcement in an Oakland paper 
—to identify anyone who cannot get medical care at any 
time. What the Alameda County Medical Society strove 
for and attained is not a nebulous goal but a tangible one, 
desirable and essential. 

The formation of mediation committees, established 
for the public welfare and honestly dedicated to protec- 
tion of the rights of the individual in his relations with 
his physician as well as the rights of the physician, is 4 
step in advance. For such committees to serve ideally, 
we of the medical profession must abandon forever 4 
heretofore cherished but erroneous idea that we must, 
under all circumstances, protect our professional col- 
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jeague whether he is right or wrong. There are hundreds 
of communities without mediation committees and thou- 
sands of patients who do not know that such committees 
exist. Correction of these deficiencies is essential. Yet, 
even after prodigious effort, progress may seem illusory. 
You remember when Alice, after running to the limit 
of her endurance with the Red Queen, found that they 
st] were in the same place by the same tree. Alice 
remarked that in her country they would have expected 
to get somewhere by all that running. “A slow sort of 
country,” said the Queen. “Now here, you see it takes 
all the running you can do to keep in the same place. If 
you want to get somewhere else you must run twice as 
fast.” 

We shall have to do that in our dealings with the 
society of which we are a part. Accordingly, at this point, 
may we not consider one additional aspect of those deal- 
ings, the aspect commonly designated by the term “public 
relations?” Only the simplest arithmetic is required to 
estimate the effect on public relations if more than 
150,000 physicians were so deeply imbued with the 
idealistic principles that underlie the practice of medicine 
that they invariably, persistently, and intuitively applied 
those principles in care of the sick. Even more is neces- 
sary: coordinated programs of public education con- 
cerning our glorious past and also the changing present 
and the bright future of medicine. These cannot but 
result in improved rapport with the public, from whom 
we draw our inspiration and our strength. Some of you 
detest the word “politics” but to be politic is only to be 
sagacious in promoting a policy. Good public relations 
depend on something more sincere than noise, the making 
of which stopped the river steamer of Lincoln’s story. 
Itseems that the whistle was big and the boiler was little; 
when the captain pulled the whistle cord the paddle 
wheels stopped turning. 


MEDICAL EDUCATION 

In the field of medical education we have delegated 
to professional educators almost all of the responsibility 
of arranging the curriculums. Educators are as honest 
and sincere as the rest of us, but they are not practicing 
physicians. Perhaps this is why premedical curriculums 
entirely and medical curriculums almost entirely have too 
little reference to the needs of medical practice as felt by 
practicing physicians. If this seems a harsh judgment of 
the premedical curriculum, others, who may be better 
qualified than I, have been even harsher. They have not 
confined their strictures to the premedical course. I am 
thinking of the report of a committee of educators com- 
posed of members of the faculties of preparatory schools 
and colleges, who concluded that the first two years of 
college are “a serious waste of time.” 

I have heard, too often to permit me to disregard the 
statements as hearsay, that in premedical curriculums 
are courses used as “eliminators.” These courses screen 
out from among students who would seek admission to 
the medical school most of those who do not have extra- 
ordinary intellectual gifts as these are expressed in mas- 
lery of difficult fields of pure science that may have small 
televancy to the work of a physician or to the qualities 
of mind and heart of which he should be possessed. We 
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would be on much firmer ground, I am sure, were we to 
determine the qualities of heart and mind that charac- 
terize successful practitioners of medicine and to evaluate 
the qualities of prospective medical students on this basis. 
Studies leading to this goal have already been carried 
out. Utilization of them remains with the future. 

I am told, also, that the scholar, trained to read accu- 
rately, to think consecutively and with infinite care, to 
record only that which before has not been recorded or 
sufficiently interpreted, will find little in a medical atmos- 
phere that he can recognize as scholarship. He will 
applaud the amazing technical proficiency with which the 
physician’s vocational training endows him but, if he 
reads in the medical library, he will deplore the plethora 
of redundant material, the incoherence, the faulty sen- 
tence structure, the inexact quotation, and the wretched 
arithmetic. The fault lies, I believe, not greatly with the 
physician himself. He cannot know that with which he 
has never been made acquainted. The fault can be 
identified, I believe, as one of the blind spots in the eyes 
of those who direct education, including premedical edu- 
cation: the failure thoroughly to ground young students 
in grammar, rhetoric, and composition, the essentials to 
competence in written or spoken exposition. There 
grows from this deficiency an unhappy situation. A major 
part of the contact a physician can effect with his patients, 
his public, and his professional colleagues is by means of 
what he writes and says; yet he was not taught, when he 
was preparing for the study of medicine, to write, speak, 
or refrain from writing or speaking. 

As for medical education itself, since I graduated in 
medicine I have never been queried by my alma mater 
about it. Have you? On the other hand, I don’t know 
that I have volunteered my unsolicited opinions to my 
alma mater. Have you? This is but an example of our 
lethargy. By silence, we sanction what we cannot wholly 
approve. Who could know better the essentials of medi- 
cal education than those who are the recipients of it and 
who apply what they learned in daily practice? I have 
talked to many physicians in practice and to many fellows 
of the Mayo Foundation. They believe, with minor 
exceptions, that there is much in medical education that 
is useless, impractical, and anachronistic. The defense 
usually made by professional educators is that some sub- 
jects have for their purpose mental discipline. To this I 
object. Mental discipline should have been imposed in 
preparatory school and in the premedical years. What 
further of this remains to be done in the professional 
school can be effected better by study of subjects that are 
useful, practical, and timely. 

Just as seems to have been the view of the electorate 
last Nov. 4, so in medical education I believe we need a 
change. In the more than a quarter of a century since I 
graduated from medical school, however, aside from 
modifications to maintain contemporaneousness, almost 
the only change has been to bring the student and the 
patient into contact earlier in the medical course. It 
seems strange that, although the life blood of medicine 
is experimentation, in the field of medical education 
experimentation is sadly unapparent. 

Finally, I do not know the answers to my own criti- 
cisms of medical education. There are answers. 
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FINANCIAL COMPENSATION FOR THE INVESTIGATOR 


“Iccius, art thou looking now with envious eye at the 
rich treasures of the Arabians . . .?” Thus Horace de- 
plored his scholar friend’s turning from his books to 
adventure. Possibly, however, Iccius had no choice. 
Certainly, too often modern medicine binds its servants 
in science with the fetters of economic slavery, thus 
adhering to an anachronistic practice. Regardless of 
whether we like it, success in medicine as in industry is 
measured in a large part by the ability of the practitioner 
to earn a good living. The best men seek the best pay. 
Adequate financial reward is not denied any large part 
of the great body of practitioners of medicine, those who 
interpret science for the benefit of the patient, for most 
of them are independent workers, not on salary. Those 
engaged in research are, however, treated as public ser- 
vants are treated. For little reward, they are expected to 
give much. Too often, the research worker, if he or his 
wife lacks independent income, must accept a low stand- 
ard of living and buy his groceries on prestige. It is to 
the credit of many such workers that they have not been 
dismayed nor their energies sapped. I believe that 
advancement in industry would have been greatly re- 
tarded had financial rewards for investigators in that 
field been as inadequate as they are in medicine. Not all 
investigators will remain in academic bondage and yet 
continue to give of their best. The “pure delight” of 
science is not enough. 


STATE BOARDS OF MEDICAL LICENSURE 

Most of you are aware of the difficulties encountered 
when a physician desires to move from one state to 
another. It is clear, I believe, that in most instances the 
questions raised by the examining board do not pertain 
entirely to the competence of the physician who desires 
to establish practice in another state or to his moral and 
ethical character. He may have competence and moral 
and ethical standards of the highest order, yet be refused 
licensure. In some states the candidate is examined rela- 
tive to his fitness for general practice, although he is a 
specialist of acknowledged accomplishment and never 
intends to conduct a general practice. In other instances 
there is a difficult examination in basic sciences that bears 
only a tenuous relationship to the past or future perform- 
ance of the candidate. In such instances the candidate 
must stuff his mind full of knowledge useless to him 
except for the temporary purpose of passing the exami- 
nation, or he must fail. I believe it is true that almost any 
head of a department in an excellent medical school of 
any state could not pass examinations to practice in other 
states without a great deal of cramming. Even after the 
cramming he might fail. Under modern conditions, when 
class A medical schools graduate a fairly uniform 
product, this does not make sense. It seems that the state 
boards might work out some requirement for licensure 
that would put less emphasis on a few hours of examina- 
tion and more on a candidate’s formal education and 
training, his knowledge of the basic sciences, and his 
record as an adequate and ethical practitioner of good 
moral character. 

There is a fairly widespread impression that some 
licensing boards erect barriers against competent physi- 
cians to exclude competition. If this is true of the board 
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of medical licensure of any state, and that it is true jp 
some cases seems likely, that board is not meeting the 
obligations the people of the state placed on it when they 
granted to it legal authority to give or withhold licep. 
sure from physicians who would practice among them, 
Is there any justification, in a free society, for depriving 
the public of the opportunity to choose among competent 
physicians? If this is being done, it would be well fo; 
those responsible to examine their own motives. 


COST OF MEDICAL CARE 

Nowadays there is much talk about the cost of medica] 
care. It has been responsible, according to the news- 
papers, for larceny and, according to rumor, for im- 
poverishment. It is commonly considered to be a major 
cause of inadequate medical care. If there are among us 
those who refuse to furnish medical care because of a 
patient’s inability to pay, they should receive the atten- 
tion of the intraprofessional mediation committees | 
mentioned earlier. The responsibility for medical care 
is, however, reciprocal; the patient should strive to pay 
his physician. Those who would change medical practice 
to conform to socialistic ideas, and incidentally, would 
destroy individual initiative, attempt to persuade him 
that it is the responsibility of government to care for him 
when he is ill, and tell him that medical services can be 
furnished “free.” These propagandists prey on the pa- 
tient’s fear in the guise of contributing to public welfare. 
They bemoan the millions of consumer dollars expended 
annually for medical care but neglect to indicate that the 
annual consumer expenditure for medical care is only 
4% of the total annual consumer expenditure. They 
characterize the Taft-Hartley bill as a slave labor law 
yet fail to note that socialization of medicine means 
“slave labor” for the physician. Few slaves are able to 
maintain the quality of their work. The planners empha- 
size that 1,200,000 families in the United States owe 
doctors more than $200 per family and that 200,000 
families owe doctors more than $1,000 per family. Yet 
the planners disregard the observation that so many 
families can be so deeply indebted to physicians only 
because physicians continue to furnish services to per- 
sons who have not sustained their credit. 

It is not enough that physicians take care of many who 
are indigent, without fee, a procedure almost unknown 
in other fields of human endeavor, or that they scale their 
fees downward better to fit the purses of those who are 
ill. It is not enough to point out that, in contrast, mer- 
chants demand pay for goods purchased without regard 
to the pocketbook of him who buys. It is not enough to 
indicate that great discoveries in medicine are the prop- 
erty of all the world without patent and without profit, 
in most instances, to the discoverer. It is not enough to 
indicate that the cost of medical care has failed to keep 
abreast of the increased cost of groceries. It is not enough 
to urge the people to save for illness as they save for 4 
radio, a refrigerator, or a new automobile. It is not 
enough to repeat that medicine spells the words “kind- 
ness,” “loyalty,” “devotion,” and “consecration” nol 
with its lips but with its heart. 

It is enough to furnish excellent medical care for 4 
reasonable fee and to provide prepayment insurance 
plans to lessen the financial burden of illness. It is dis- 
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ingenuous to expect physicians to assume the added 
responsibility of forcing society in general to provide 
through saving or insurance for the costs of illness. This 
is not a matter of force but of education of the public, 
and in this program physicians must continue to play a 
leading part. It is unfair to ask physicians to shoulder 
the costs of medical care of the indigent; yet, for the most 
part physicians have done this without complaint. This, 
it seems to me, is a matter for welfare agencies, such as 
the Community Chest, which should provide prepay- 
ment insurance for those who cannot buy it themselves. 

It is not my intention to discuss in detail prepayment 
plans, such as Blue Cross and Blue Shield, although in 
preparation for this presentation I studied them in con- 
siderable detail. In general, the better plans have the 
virtues of protecting each family of low income against 
most of the costs of professional and hospital care. They 
do this at a daily cost about equivalent to the price of a 
gallon of gasoline or a package of cigarettes and a small 
beer. These plans, conceived in wisdom and supported 
with enthusiasm in most medical circles, have many 
virtues, yet they are not without flaws. Speaking once 
more in generalities, for there is much variation in the 
provisions of the policies, I find them deficient in the 
following respects: they do not provide for the cost of 
care in the home or the office; they do not compensate 
the insured adequately for hospital charges, and they do 
not provide for medical care in the hospital. As an 
internist, I have often wondered whether these plans 
were sponsored largely by surgeons. Finally, the limita- 
tion of benefits excludes provision for the cost of pro- 
longed and disabling illness. 

The matter to which I have just referred has been 
cared for by a “major medical expense policy” issued by 
one of the large commercial insurance companies. The 
policy reimburses the insured for hospital costs up to $15 
daily and three-fourths of all other medical costs up to 
$5,000. The premium rates seem reasonable. The fact 
that in 14 months only 8,000 of these policies have been 
sold may constitute some kind of answer to those who 
allege that there is a demand for insurance against 
catastrophic illness. 

In my opinion there can be no valid objection, except 
those I have mentioned, to voluntary, prepayment insur- 
ance plans. Except for the indigent, such plans, when 
improved, will defray most of the costs of illness. Of 
course, an essential of all medical care is that fees be 
reasonable. Here again, a few who sacrifice moral and 
ethical considerations for material gain prejudice the 
minds of the public against physicians and strike at the 
reputations of the many within our profession. As I 
review the bitter attack on medicine by those who would 
fit it into a socialistic scheme, I cannot escape the con- 
clusion that they aim at more than adequate medical care 
for society. Nonetheless, they emphasize our errors. 


INDIFFERENCE, LETHARGY, AND ENNUI 
On several occasions I have mentioned the distressing 
inaction of which many of us are guilty. It is always 
deterrent; it may be catastrophic. I wish now to give two 
examples, 
The special assessment of the American Medical Asso- 
ciation was greeted with criticism by many; yet I can 
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honestly observe today that without it we might well be 
far along the road to administration of medical services 
by the federal government. Many have accused the 
American Medical Association of being a political body, 
yet activity in the field of politics is essential to social 
progress. Earlier I said that to be politic is only to be 
sagacious in promoting a policy. Some of you jeer at the 
American Medical Association and are intolerant of its 
policies. But could any critic possibly conceive of any 
aims of the American Medical Association that are not 
in the general direction of maintenance and improvement — 
of the social welfare of physicians and their patients? 
Surely none could believe that policies of the American 
Medical Association have any contrary purpose. It is 
unbecoming to anyone to benefit from the activities of 
others of his kind and yet to refrain from contributing 
to their efforts. You may be acquainted with the habits 
of the cowbird, which lays its eggs in the nests of smaller 
species of birds. The hatched interloper grows rapidly, 
demands the major part of the attention of the foster 
mother, and eventually pushes its smaller mates out of the 
nest. When grown, it takes its place in cowbird society. 
Should we continue to have cowbirds in the medical 
profession? 

It seems clear that most of us do not desire participa- 
tion of the federal government in medical education. Yet 
the American Medical Education Foundation has had 
surprisingly little financial support from most of us. The 
financial problems of medical schools would be largely 
solved if each of us would contribute somewhat more 
than $100 annually. If we refrain from contributing we 
shall fail to acknowledge our individual debts to our 
medical schools, and we shall fail to support a worthy 
principle. 

A PLEA FOR STATESMANSHIP 

In closing, I wish to make a plea for statesmanship in 
medicine, and I can do no better than to quote Walter 
Lippmann: 


The politician stirs up a following; the statesman leads it. 

The chief element in the art of statesmanship, under modern 
conditions, is the ability to elucidate the confused and clamorous 
interests which converge upon the seat,of government. It is an 
ability to penetrate from the naive self-interest of each group 
to its permanent and real interest. It is a difficult art which 
requires great courage, deep sympathy, and a vast amount of 
information. 


Once a man becomes established in the public mind as a per- 
son who deals habitually and successfully with real things, he 
acquires an eminence of a wholly different quality from that of 
even the most celebrated caterer to the public favor. His hold 
on the people is enduring because he promises nothing which 
he cannot achieve; he proposes nothing which turns out to be 
a fake. 


Often, therefore, the great statesman is bound to act 
boldly in advance of his constituents. This capacity 
to act upon the hidden realities of a situation in spite of appear- 
ances is the essence of statesmanship. It consists in giving the 
people not what they want, but what they will learn to want. It 
requires the courage which is possible only in a mind which is 
detached from the agitations of the moment. It requires the in- 
sight which comes only from an objective and discerning know- 
ledge of the facts, and a high and imperturbable disinterested- 
ness. 


Statesmanship is a quality of the current medical lead- 
ership. It must be supported and improved. 















GUIDES 





As a result of extraordinary progress in the develop- 
ment of antibacterial agents, it has been possible for 
several years to obtain a cure in almost all of the cases of 
the most frequently occurring varieties of pyogenic men- 
ingitis. Sufficient data are now at hand from experience 
in this field to provide a measure of the actual accom- 
plishments. Clearly the mortality has been greatly re- 
duced; few children die now of meningitis. On the other 
hand, among the survivors there is an increase in the 
incidence of persistent cerebral injury of a degree that 
disturbs function. Such residuals, when they occur, are 
apparently the result of late diagnosis, both clinical and 
bacteriological, and of inadequate treatment with the 
available therapeutic agents. 


LIMITATIONS OF THERAPY 


The limitations of antibacterial therapy in the past 
several years are now documented. A number of authors 
have reported a significant incidence of neurological and 
psychological sequelae.t The frequency of subdural col- 
lections of fluid as a complication during recovery from 
pyogenic meningitis has been reported from a number of 
institutions. The high incidence of this complication was 
first reported by McKay and associates *; they pointed 
out that in the majority of patients the character of the 
fluid (with very high protein concentration and xantho- 
chromia) and the histological features of the membrane 
enclosing the fluid are indistinguishable from those in 
subdural hematomas clearly associated with trauma as 
well as those of the idiopathic variety. This lesion was 
interpreted as of great significance in the future mental 
development of the child because of the constricting 
action of the membrane. On this premise McKay and 
associates recommend the drilling of burr holes when 
an abnormal quantity of fluid is found and removal of 
a membrane if it is seen. 

A high frequency of subdural fluid collections as a 
complication of meningitis has also been reported from 
New Orleans by Smith and Prather.* They explored the 
subdural space routinely in all patients with meningitis 
who had open suture lines; subdural collections of fluid 
were encountered in about 50% of patients in whom 
exploration was done. A conservative therapeutic policy 
has been pursued by the New Orleans group. The sub- 
dural fluid was removed at intervals; if it ceased to 
reaccumulate within three to four weeks, nothing more 
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was done. When the fluid continued to form, burr holes 
were made and the membrane removed; this was neces- 
sary in only 2 of 20 patients. At the Babies Hospital a 
similarly conservative policy has been pursued with 
comparable results. Whether the conservative or the 
aggressive policy is the right one must be determined 
by a long term follow-up in a large series of patients 
and will require at least another five year period of 
study; however, the weight of evidence appears to justify 
the conservative approach. 

Since it is not known whether the presence of subdural 
collections alters the prognosis for future mental develop- 
ment, the efficiency of any therapeutic program decided 
on must be judged by the frequency of this complication 
as well as by other criteria to be discussed. For this pur- 
pose routine exploration of the subdural space in patients 
with open suture lines is essential. Data now available 
fail to show a significant difference in the incidence of 
this complication in patients treated with streptomycin 
and sulfadiazine and in those treated with chlorampheni- 
col and sulfadiazine. 

It is apparent that the potential 100% recovery rate 
in pyogenic meningitis is far from being realized and that 
this goal can be approached only if optimal therapy is 
applied. This paper presents guides that are of value 
in determining the optimal therapeutic regimen. In the 
process two controversial subjects are discussed: indi- 
cations for intrathecal therapy and the use of certain 
combinations of antibiotics. Four principles can serve 
as guides to optimal therapy. 


EARLY APPLICATION OF TREATMENT 


The first principle is that, for therapy to be optimal, 
it must be applied early in the course of the disease. 
Optimal therapy requires recognition of clinical signs 
of early meningitis. In patients over 6 to 7 months of age, 
the signs of early meningeal irritation are easily detect- 
able if they are looked for before any treatment is 
applied. They may be masked by therapy, however, even 
by therapeutic measures that ultimately prove to be 
inadequate. In infants less than 6 months of age, the 
recognition of signs of early meningeal irritation is much 
more difficult; abnormal findings must lead to examina- 
tion of the spinal fluid. When the fontanelle is open and is 
examined before the baby becomes dehydrated, in- 
creased intracranial pressure can be detected as the 
earliest sign. If this index cannot be used, other less 
definitive signs can arouse suspicion of early meningitis 
and lead to examination of spinal fluid; these signs are 
alternating drowsiness and irritability, a high-pitched 
cry, a vacant stare, and even unexplained fever. By the 
use of these signs early diagnosis of meningitis can also 
be made in this age group; under these circumstances, 
the prognosis is just as good as in the older age group. 

Rapid bacteriological diagnosis is essential for optimal 
therapy. In the majority of patients, especially in those 
who are the victims of severe infections and therefore 
have the greatest need for early optimal treatment, it is 
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possible to define the etiological agent and assess the 
severity of infection within 30 minutes after the spinal 
fluid reaches the laboratory. In a minority in whom 
immediate diagnosis is not possible, the infectious agent 
can usually be grown and identified within 12 to 18 
hours. Most hospitals are not equipped to make such a 
rapid diagnosis. If the 100% recovery rate is to be 
approached, this service must be made available in the 
future by all hospitals. 


RAPID ELIMINATION OF INFECTING ORGANISM 


The second principle in optimal therapy is that the 
infecting organism must be eliminated in the shortest 
possible time. The multiple antibacterial agents that 
have been found to be effective against the most frequent 
varieties of meningitis are listed in table 1. In making 
the choice in individual cases, a number of guides are 
useful in selection of a therapeutic program that will 
result in the most rapid elimination of the infectious 
agent. 

Prevention of Resistance.—Two agents should be used 
that work through different mechanisms of action to 
prevent emergence of resistance. Each species of bacteria 
studied has been shown to possess a protective mechan- 
ism against any clinically effective antibacterial agent. 
Provided the bacterial population is large enough, any 
strain sensitive to an antibacterial agent always contains 
a minute proportion of cells that resist concentrations 
lethal for the bulk of the population. Resistant bacterial 
cells arise spontaneously by mutation; they are therefore 
selected out for survival when the rest of the population 
is eliminated by the antibacterial agent. The resistant 
cells multiply, apparently uninfluenced by the anti- 
bacterial agent used, sometimes even thriving on it; they 
breed true, and thus make up most or all of the popu- 
lation. 

Two patterns of emergence of resistance have been 
described; they are now known as the penicillin pattern 
and the streptomycin pattern.* The pattern of resistance 
brought out in bacteria by these two antibiotics accounts 
for the higher degree and greater frequency and speed 
of emergence of resistance to streptomycin. The differ- 
ence in the two patterns may be summarized as follows: 
A single mutational step that results in a cell resistent 
to penicillin invariably produces one that exhibits only 
a slightly higher degree of resistance; a truly high 
degree can occur only by the accumulation of a 
number of mutational steps. In contrast, a single muta- 
tional step leading to a cell resistant to streptomycin may 
produce a cell with either a low or high degree of resist- 
ance, for example, resistance to more than 1,000 yg per 
milliliter. From these facts it is apparent that an anti- 
biotic that brings out the streptomycin resistance pattern 
cau never be given in high enough dosage to prevent 
emergence of resistance. On the other hand, large enough 
doses of penicillin from the beginning can prevent the 
first step mutants from surviving if the infecting organ- 
isms have not been exposed to penicillin earlier. It is 
apparent that the pattern of resistance brought out by 
an antibiotic is one of its most important traits. 

Spontaneously occurring mutants resistant to one 
agent may be normally sensitive to another, indicating 
different mechanisms of action of the antibiotics. In 
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table 2 the available knowledge on this subject is sum- 
marized. It has been shown that for the gram-positive 
coccal infections and Neisseria meningitidis penicillin 
must act through a mechanism that differs from that of 
the sulfonamides. It also differs from that of the newer 
antibiotics, aureomycin, chloramphenicol and oxytetra- 
cycline (Terramycin), since the mutants resistant to 
penicillin are sensitive to these newer antibiotics. Peni- 
cillin plus any one of the latter group can prevent 
emergence of resistance of strains showing initial normal 
sensitivity to both agents. Against the gram-negative 
bacillus group, streptomycin apparently differs in its 
mechanisms of action from the agents listed below it in 


TABLE 1.—Multiple Agents Effective* Against Organisms That 
Are Common Causes of Pyogenic Meningitis 


E P & 6 = 
z = = = > = z 7 = 
» & & 2 Es 3s 2 s 
= & > = S Fa o E & 
= _ = > = S , > = 
= = ~ = = > a S 
os = © bw s £ * S 3 
Organisms a A a wt < « ~ Ry a 
H. influenzae........... + + 0 4 de 0 
N. meningitidis.......... + + + a _ 
PD. pneumoniae......... + + + ++ 4 4 4 a rn 
Str. pyogenes........ . © + oe + + + of. _ ofp 
M. pyogenes...... . O + 4 sh n 4 n a 4. 
Esch. coli........ cary » ® 0 + 4 1 0 
Salmonellae ........... 0 + 0 mY 4 4 ‘A. 1 0 
Ps. aeruginosa........ 0 0 0 + + + + + 0 


* + = effective antibacterial action; 0 = antibacterial action insignifi- 
cant: + = antibacterial action inefficient; — — not determined. 


TaBLE 2.—Use of Complementary Therapeutic Agents to 
Prevent Emergence of Resistance 


Complementary Cause of Recommended 
Agents * Meningitis Combinations 
N. meningitidis SD +P 
Penicillin D. pneumoniae P+SD 4+ after3hr.CM 
SD, BT, AM, CM, TM Str. pyogenes P+ SD + after 3 hr. CM 
M. pyogenes P + after3 hr. CM 
Chloramphenicol H. influenzae CM+ SD 
SD,SM, PM Esch. coli SM+CM+SD 
Streptomycin k. pneumoniae SM+CM+ SD 
SD, AM, CM, TM Salmonellae CM+S8SM 


Streptomycin M. tuberculosis SM + INH + PAS ? 


PM, INH, PAS Ps. aeruginosa PM+SM 

* P = Penicillin; SD = Sulfadiazine; BT — Bacitracin: AM = Aureo- 
mycin; (M = Chloramphenicol; TM = Oxytetracyline; SM = Strepto- 
mycin; PM = Polymyxin; INH = Isoniazid; PAS = Para-aminosalicylic 
Acid. 


table 2, since mutants resistant to streptomycin are nor- 
mally sensitive to sulfadiazine, aureomycin, chloram- 
phenicol, and oxytetracycline. Demonstration that 
chloramphenicol in conjunction with sulfadiazine has a 
therapeutic efficacy equal to the combined action of 
streptomycin and sulfadiazine for treatment of Hemo- 
philus influenzae meningitis represents an important 
advance. As shown in table 2, chloramphenicol appar- 
ently works through a mechanism that differs from that 
of sulfonamides, streptomycin, and polymyxin. There- 
fore the broad bacterial action of chloramphenicol, the 
fact that good concentrations can be attained in spinal 
fluid after oral or parenteral administration and the fact 
that, if resistance should emerge, it would be of the peni- 
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cillin pattern rather than the streptomycin type make 
it an important agent in the treatment of meningitis. 

The suggestion in some reports that chloramphenicol 
causes aplastic anemia has not been proved. Evidence 
of a cause and effect relationship is lacking. I have not 
been able to demonstrate injury when chloramphenicol 
is given for 10 days in large doses (orally, 200 mg. per 
kilogram of body weight daily, or intramuscularly, 100 
mg. per kilogram daily). The mortality statistics in 16 
states in which aplastic anemia is listed as a cause of 
death showed an incidence of deaths from idiopathic 
aplastic anemia during the period preceding the use of 
chloramphenicol as high as that which has been recorded 
in the 8 to 9 million persons who have been treated with 
this antibiotic. Moreover, evidence on the state of the 
hematopoietic system prior to chloramphenicol therapy 


TABLE 3.—Optimal Therapeutic Regimen in Most of the 
Common Forms of Pyogenic Meningitis 
Dura- No.of 


tion Intra- 
Thera- of theeal 


Causative peutic Therapy, Injee- 
Organism Agents Dose Route Days tions 
N. Meningitidis SD Enough for blood level Subeu- 1 
of 10-15 mg. per 100 ee. taneous 
&oral 4 
fi 1 million units twice I.M. 5 
daily 
H. influenzae CM 100 mg. per kilogram or I.M. 7 
200 mg. per kilogram Oral 7 
daily 
SD Same as above 7 
D. pneumoniae Pt 12 million units daily £.¥. 3 1 
(10-25 mg.) 
and = 1 million units twice daily I.M. 4 
Str. pyogenes SD As above 7 
CM As above given 3 hr. 7 
after penicillin 
M. pyogenes Same agents and doses 10 4 
(Staphylococcus) as for D. pneumoniae 
Esch. coli SM 40 mg. per kilogram daily I.M. 2 1 
(5 mg.) 
SD As above 7 
CM As above 7 
Ps. aeruginosa PM 2.5 mg. per kilogram I.M. 2 1 
(Pyocyaneus) daily (2-5 mg.) 
SM 40 mg. per kilogram daily I.M. 2-4 1 
(5 mg.) 


* Procaine penicillin. 
+ Aqueous penicillin. 


is lacking in most persons in whom aplastia anemia 
developed in relation to administration of this antibiotic. 
The circumstantial evidence of a possible relationship 
between aplastic anemia and chloramphenicol calls for 
clear indications for the use of this antibiotic, but its 
great assets merit respect. 

Use of Bactericidal Agent.—In aiming for the most 
rapid elimination of the infectious agent, one of the 
agents used should, if possible, be primarily bactericidal 
when adequate concentrations are maintained long 
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enough. Penicillin is in this class for gram-positive coc¢j 
and Neisseria organisms, and streptomycin for the gram- 
negative bacilli. The sulfonamides are primarily bacterio- 
static, but they play an important role as adjuncts. The 
newer antibiotics are generally bacteriostatic, but agains; 
H. influenzae they have been shown to have a rapidity 
of action that I would classify as bactericidal. 

Bactericidal Concentrations.—In order to obtain the 
most rapid elimination of the infectious agent, bacteri- 
cidal concentrations must be attained rapidly in the spinal 
fluid. The bactericidal concentrations must be main- 
tained constantly over a long enough period to kil! the 
organisms during their first exposure. 


ANTIBIOTIC ANTAGONISM 


Recommendations for use of more than one agent 
raise the controversial question of antibiotic antagonism. 
There is no evidence that the interesting laboratory 
phenomenon reported by Gunnison and associates 
limits the therapeutic efficacy of the antibiotics in human 
infections to a significant degree. The phenomenon that 
these authors label “antagonism” consists in the slowing 
of the bactericidal action of low concentrations of peni- 
cillin in the presence of low concentrations of the newer 
antibiotics. It is important to emphasize that Jawetz and 
co-workers ® report that experimental evidence for 
antagonism cannot be demonstrated under the following 
circumstances: (1) when the organisms are exposed to 
even low concentrations of penicillin at least one hour 
prior to low concentrations of the second agent and (2) 
when the two agents are used according to a dosage 
schedule comparable to those in general use for treat- 
ment of human infections. When penicillin was used 
along with chloramphenicol for hemolytic Streptococcus 
infections in mice according to a schedule that main- 
tained adequate levels for three days, Ahern and co- 
workers * could not confirm antagonism in vivo, thus 
failing to confirm the earlier report of Jawetz and collab- 
orators.* To prevent any hypothetical slowing of the 
action of penicillin by a second agent as an adjunct, it 
is recommended that penicillin be administered two 
hours before the second agent. Otherwise there are no 
indications that this interesting laboratory phenomenon 
should influence selection of antibiotics. 

Jawetz *® has warned against the combined use of a 
bactericidal antibiotic with an agent that is bacteriostatic 
on the premise that the bactericidal action will be de- 
layed. The therapeutic superiority of the combined action 
of penicillin and sulfonamides over the action of peni- 
cillin alone in pneumococcus meningitis and the greater 
efficacy of the combined action of streptomycin and sulfa- 
diazine as compared with that of streptomycin alone for 
treatment of H. influenzae meningitis demonstrate that 
this premise is not justified. 


REDUCTION OF INTRATHECAL THERAPY 

The third principle of optimal therapy is that intrathe- 
cal therapy should be reduced to a minimum. The aim to 
reduce intrathecal therapy to a minimum is occasioned 
not by evidence that complications are caused by rea- 
sonable doses intrathecally but by the fact that it is now 
unnecessary except under the circumstances outlined in 
table 3. 
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Dowling and his associates *° have demonstrated that 
the enormous doses of penicillin listed in table 3 given 
intramuscularly or intravenously will result in concen- 
trations in the spinal fluid that are bactericidal against 
pneumococci and streptococci. There is a lag period of 
8 to 12 hours, however, before optimal concentrations 
are reached in the spinal fluid. Therefore a single intra- 
thecal injection of the dose indicated in table 3 is con- 
sidered essential for optimal therapy. Staphylococcic 
meningitis, because of the frequency of resistant strains, 
the higher concentrations of penicillin, and longer peri- 
ods needed for killing, requires more than a single dose in 
intrathecal therapy; one injection daily for four days is 
recommended. 

Adequate sulfadiazine concentrations in the spinal 
fluid are attained when a blood level of 10 to 15 mg. per 
100 cc. is maintained. This is best accomplished during 
the first 24 hours by using the subcutaneous route. The 
dose on a weight basis varies with age. Infants are given 
0.1 gm. per kilogram at 12 hour intervals for two doses, 
and older children and adults about one-half this dosage. 
The fluid intake must be great enough to ensure good 
urinary output when these doses are given. 

Streptomycin concentrations in the spinal fluid after 
intramuscular administration of 40 mg. per kilogram 
daily fall considerably below those known to be optimal 
for rapid elimination of gram-negative or tubercle bacilli. 
If the main reliance is being placed on streptomycin, 
intrathecal administration is recommended. The develop- 
ment of chlordmphenicol, however, reduces the need for 
streptomycin in pyogenic meningitis; it is still clearly 
needed in tubegculous meningitis, and in this disease 
intrathecal administration of streptomycin appears to be 
essential. Among the newer antibiotics, only with chlor- 
amphenicol can optimal concentrations be maintained 
in the spinal fluid by oral, intramuscular, or intravenous 
administration. 

USE OF SAFE AGENTS 

The fourth principle is that agents that may injure pa- 
tients are to be avoided if others that are safe are equally 
good. As seen in table 3, it is now possible to avoid, to a 
large degree, agents that may injure the patient, such as 
streptomycin, polymyxin B, and bacitracin. Only in tu- 
berculous meningitis is there justification for accepting 
the risk of damage by the usual streptomycin therapy. 
In Pseudomonas meningitis, polymyxin B is so superior 
to other agents that the potential hazards are accepted. 
Recent experience suggests however, that when poly- 
myxin B is used in a dosage of 4 doses of 2.5 mg. per 
kilogram per day given intramuscularly for two days, 
and with one intrathecal dose of 2 to 5 mg., significant 
toxicity can be avoided. The knowledge that chloram- 
phenicol can be effective against staphylococci resistant 
to penicillin usually makes it unnecessary to accept the 
tisks of damage by bacitracin. Two new antibiotics, 
erythromycin and magnamycin, are also effective against 
staphylococci that are resistant to penicillin; both appear 
to be safe. 

_ The duration of treatment will necessarily be condi- 
tioned by the stage of infection; treatment is discontinued 
only when all signs indicate that the infection has been 
eliminated. The most important of the signs are disap- 
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pearance of the infecting organisms and normal con- 
centrations of sugar and protein.in the spinal fluid. 

Tuberculous meningitis is not included in table 3, but 
the advances in this field warrant an outline of the present 
status. Although streptomycin in conjunction with p-ami- 
nosalicylic acid and Promizole (2-amino-5-sulfanilylthi- 
azole) represents an outstanding contribution to the 
treatment of tuberculous meningitis, it is now known 
that it falls far short of optimal therapy; the survival rate 
seldom exceeds 50% and persistent cerebral injury of 
a degree that disturbs function occurs in a significant pro- 
portion of the survivors. In addition long periods of in- 
tramuscular streptomycin therapy and use of the intra- 
thecal route cause damage to vestibular function in 
virtually all patients and reduction of hearing in a sig- 
nificant percentage. 

It is of interest that emergence of resistance to strepto- 
mycin is seldom the cause of failure of therapy in tuber- 
culous meningitis when p-aminosalicylic acid either alone 
or along with Promizole is used in conjunction with strep- 
tomycjn. The growth of sensitive tubercle bacilli for 
many weeks after the start of treatment or after a period 
of negative cultures with recrudescence of the meningitis 
suggests that the organisms have been protected from the 
action of streptomycin, which otherwise would select out 
the spontaneously occurring resistant mutants. There is 
reason to believe that fibrin protects the organisms from 


streptomycin. 
OTHER REQUIREMENTS 


Optimal therapy for tuberculous meningitis must meet 
three additional requirements: 1. Treatment must be 
given earlier in the course of infection. 2. A fibrin-re- 
moving agent must be found. For this purpose, strepto- 
kinase and purified protein derivative of tuberculin are 
being studied. 3. A second powerful therapeutic agent 
that will make it possible to reduce the period of strepto- 
mycin treatment and thus decrease streptomycin toxicity 
must be found. Isoniazid, which is being studied for this 
purpose, may meet this requirement. 

The present therapeutic program for treatment of 
tuberculous meningitis combines the action of strepto- 
mycin intramuscularly and intrathecally and p-amino- 
salicylic acid and isoniazid orally. Purified protein deriva- 
tive of tuberculin is used intrathecally ** in alternate 
cases. The program aims to use the shortest period of 
streptomycin therapy both intramuscularly and intra- 
thecally. The intrathecal administration of streptomycin 
has been discontinued after one week; intramuscular 
streptomycin therapy is continued along with oral p-ami- 
nosalicylic acid and isoniazid therapy until the spinal 
fluid is normal. Although it is too soon to evaluate this 
program, the early results are very encouraging. 


SUMMARY ~ 


The potential 100% recovery rate from the most fre- 
quently occurring varieties of pyogenic meningitis is far 
from being realized. Optimal therapy is essential in 
order to reach this goal. The following principles have 
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been found to be valuable guides to optimal therapy: 
1. For therapy to be optimal it must be applied early in 
the course of meningitis. 2. The infecting organism must 
be eliminated in the shortest possible time. Two agents 
that work through different mechanisms of action must 
be used to prevent emergence of resistance. In aiming for 
the most rapid elimination of the infectious agent, one 
of the agents used should, if possible, be primarily bac- 
tericidal when adequate concentrations are maintained 
long enough. In order to obtain the most rapid elimina- 
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tion of the infectious agent, bactericidal concentrations 
must be attained rapidly in the spinal fluid and main. 
tained constantly over a long enough period to kill the 
organisms during their first exposure. 3. Intratheca| 
therapy should be reduced to a minimum. 4. Antibiotics 
that may injure patients are to be avoided if others that 
are safe are equally good. The application of these prin- 
ciples in the most frequently occurring varieties of menin- 
gitis is outlined. 


622 W. 168th St. 





TATTOOING OF NEVUS FLAMMEUS FOR PERMANENT CAMOUFLAGE 


Herbert Conway, M.D., New York 


The obliteration of nevus flammeus (port-wine stain) 
presents a problem for which neither surgical excision 
nor the various methods of nonsurgical treatment have 
provided a satisfactory solution. The psychological im- 
portance of nevus flammeus to the person who bears 
this birthmark is frequently so great as to have adverse 
effects on his personality and social adjustment. It is, 
therefore, especially unfortunate that the methods of 
treatment in general use fail to bring about the necessary 
cosmetic obliteration of this congenital deformity. 

The nonsurgical procedures that have been employed 
include electrodesiccation, cauterization, distance appli- 
cation of ultraviolet light, and use of carbon dioxide 
snow, liquid air, ignipuncture, electrolysis, ultraviolet 
therapy with a Kromayer lamp, x-ray therapy, or radium 
therapy. All these methods must be applied to the lesion 
through the overlying skin, with consequent injury to or 
destruction of the skin and subcutaneous tissue. Thus, 
the nevus flammeus is replaced by scarring, which in 
some cases is even more noticeable and objectionable 
than the original lesion. 

Advance in plastic surgery aroused hope that excision, 
followed by skin grafting, might provide a satisfactory 
mode of treatment. When the area covered by the defect 
is small, esthetically satisfying results may be obtained 
with regional flaps or with small free grafts of skin taken 
from the postauricular or the supraclavicular regions, 
since these match the color of the surrounding skin. In 
cases in which the nevus flammeus involves an extensive 
area, however, excision and skin grafting has not been 
satisfactory. Large free grafts must be taken from a pro- 
tected surface of the body, where the skin differs greatly 
from that of the face in both color and texture. 

These considerations led to the search for some means 
by which the objectionable color of the birthmark could 
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be camouflaged permanently, without destruction of the 
overlying skin. Since nevus flammeus does not undergo 
malignant degeneration or increase in size with the pas- 
sage of time, any procedure that provides a lasting neu- 
tralization of the color, without ill effects, meets the cri- 
terion for successful treatment. 

There are three types of nevus flammeus: (a) subepi- 
dermal, in which the abnormal capillary dilatations that 
impart the characteristic red or purple color to the birth- 
mark lie under the epidermis in the subpapillary zone of 
the skin; (b) dermal, in which the abnormal capillaries 
are chiefly in the midcutis; and (c) subdermal, in which 
they are in the subcutaneous tissue, subadjacent to the 
dermis (Andrews ') (fig. 1). When the abnormal capil- 
laries are subdermal or in the deeper portion of the 
dermis, tattooing, or the injection of insoluble pigments 
into the dermis overlying the nevus flammeus, has been 
found to provide a satisfactory method of treatment. This 
method was first reported by Brown, Cannon, and Mc- 
Dowell in 1946. With nevus flammeus of the subepider- 
mal type, the treatment is not effective, since the pigment 
must be deposited in the dermis if it is to remain perma- 
nently. Experience has shown, however, that a high per- 
centage of these nevi fall into the classification in which 
tattooing achieves the desired result. 


HISTORICAL BACKGROUND * 

The practice of tattooing is of great antiquity and wide- 
spread geographical distribution. Anthropological evi- 
dence indicates that it existed in prehistoric times. Among 
early civilizations, it has been traced as far back as 2000 
B.C. in Egypt and 1100 B.C in China. It’s use has usually 
been motivated by desire for personal adornment or rela- 
tionship to religious rites or magical practices. It has also 
been used for purposes of identification. 

The therapeutic application of tattooing for remedying 
defects in coloration is said to have been tried as early 
as the second century A.D. by Galen, the great Greek 
physician and medical writer. Tattooing of the cornea in 
cases of leukoma is attributed to him, but little is known 
of this early work. The first definite record of therapeutic 
tattooing is Pauli’s report in 1835 of its use in the treat- 
ment of nevi, “congenital purple plaques,” and other 
lesions of the skin. In 1848, Cordier advocated tattooing 
for nevi. In 1858, Schuh conceived the idea of using skin 
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previously tattooed and then transplanted to the site 
of renair in the technique of cheiloplasty. In 1879, de 
Wecker employed India ink successfully in coloring the 
corn al parenchyma. Tattooing of the cornea was again 
repo: ed by Chevallereau and Polack * in 1906. In 1911, 
Kollc described a method of tattooing with rose pigment 
to change the contour of the vermilion border of the lip. 
He also recommended tattooing of nonadherent, flat, 
white scars to improve their appearance. Dufourmentel, 
in 1919, stated that tattooing appeared to be useful in 
dealing with wounds, scars, burns, and perhaps also 
nevi. He credits Mauclaire with having successfully 
employed the method of Schuh in the treatment of a case 
of cancer of the lip. Gold and platinum were used to 
tattoo scars of the cornea by Knapp in 1925 and by Dug- 
oan and Nanavati in 1936. 

~ In 1938, a therapeutic use of a somewhat different 
order was reported by Hollander,* who employed tattoo- 
ing not for a cosmetic result but to relieve the symptoms 
of pruritus ani. He states that the idea was suggested to 
him by the observation that cutaneous syphilis did not 
involve portions of the skin that had been tattooed with 
mercuric sulfide (cinnabar). In each of 15 patients with 
primary pruritus ani whom Hollander treated by tattoo- 
ing with mercuric sulfide the itching was relieved and 
the texture of the skin returned to normal. He also used 
the method successfully in pruritus vulvae and pruritus 
scroti. 

Hance and co-workers,’ in 1944, reported the use of 
tattooing over a period of eight years as an adjunct to 
plastic surgery to achieve a better effect in the coloration 
of skin grafts and flaps and to simulate the missing ver- 
milion of lips. No complications resulting from the tattoo- 
ing were observed. Byars (1945)° also called attention 
to the procedure as a safe and satisfactory method of 
obtaining better cosmetic results in plastic surgery. His 
observations included those of a series of 60 cases of 
free skin grafts or flaps of tissue on the face. In 1947 
Matthews * stated that he had found tattooing a valuable 
adjunct to the plastic repair of facial wounds and burns. 
In dealing with scar tissue, he considered the method 
much less effective. Several reports have been published 
by Pickrell and his co-workers on the use of corneal 
tattooing for the restoration of the color of the eye in 
selected ocular conditions. In their most recent com- 
munication, they state that the method has been used 
“more than 75 times during the past six years, without 
complications” and with gratifying results. 

In 1946, a case was reported by Brown, Cannon, and 
McDowell * in which permanent injection of pigment 
white (zinc oxide) was used to neutralize the color of a 
nevus flammeus, with good results. The following year, 
Conway and Docktor * described their experience with 
treatment of nevus flammeus by tattooing in seven cases. 
The outcome was successful in all these cases, and there 
were no complications. I reported additional evidence 
of the value of tattooing in nevus flammeus of the dermal 
or subcermal type.° 

TECHNIQUE 

Ful! attention to asepsis is essential in procedures in- 
volvine the injection of pigment into the dermis, to avoid 
the possibility of transmission of disease. In discussing 
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tattooing for ornamental purposes, Madden," states that 
“local or systemic disease can be injected into the skin 
at the time of the operation. The manifestations of the 
injected disease may appear at once or later, the time 
depending on the particular characteristics of the dis- 
ease.” Smith '' investigated the occurrence of hepatitis 
in recently tattooed service personnel and found evidence 
that the viable virus of serum hepatitis could be trans- 
mitted from one person to another by means of this 
process but that this could be prevented by the use of 
correct techniques. 

In therapeutic tattooing at the plastic surgery clinic 
of the New York Hospital, the area to be treated is 
washed with soap and water, painted with an aqueous 
solution of benzalkonium chloride, and draped with ster- 
ile towels. Instruments and pigments are sterilized by 
autoclave. The surgical scrub technique is observed, and 
a sterilized gown and gloves are worn. The cutaneous 
area should be free from infection. Surgical drapes are 
applied. 
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Fig. 1.—Histopathological sketch of the relation of the subdermal variety 
of nevus flammeus to the overlying dermis. 


At first the standard electromagnetic device, with six 
needles, was employed. As the desirability of certain im- 
provements became evident, a modified instrument * was 
developed (fig. 2). This instrument is powered through 
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a motor-driven flexible shaft and has the advantage of 
feeding the pigment paste slowly. The rate of flow is 
regulated by a screw. The oscillation rate of the needles 
is controlled during the operation by a foot pedal. As a 
rule, the slowest speed at which the needles will function 
effectively gives the best results. Set at the rate of 3,000 
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Fig. 2.—The instrument now used for permanent pigment injection: 
‘ A, the screw for regulating the flow of pigment; B, the instrument; C, the 
motor driven flexible shaft; D, the foot pedal; E, the motor. 






to 3,500 revolutions per minute, the instrument functions 
effectively. The instrument is quiet when in operation, 
and the depth to which the needles penetrate is regulated 
easily. The pigments, mixed into a thick paste with sterile 
water, are placed (by brush) onto the skin and into the 
open end of the barrel of the instrument. The needles are 
inserted into the skin at an angle of about 60 degrees so 
that their excursion will deposit the particles of pigment 
in an oblique plane at varying depths in the dermis 
(fig. 3). The depth to which the needles penetrate is 
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Fig. 3.—Histopathological sketch of the nevus flammeus after tattooing. 






controlled by a set screw. Bleeding and exudation of 
serum during therapy are managed by sponging between 
the repeated applications of the instrument to the cuta- 
neous surface. There need be no hesitancy in tattooing 
directly into the eyebrow or temporal hair line. In lesions 
extending to the margins of the eyelid, drops of tetra- 
caine (Pontacaine) are put on the conjunctiva, and the 
lid is stabilized with an eyelid spatula (fig. 4). 
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The following pigments are employed: 


PE ressukiuswennanecnd cen nressdiedinnendeerretae Titanium dio 
DEctiatds nice acouenenerenwanins teak cena eeeuae Yellow ferrie o 
EG a <li cain pei anek banana aaa eatin Mercurie sulfide (cinna} 
IN sc aindsd-d Jucsw'ewendso sow aerenoek oucdelemeetebedae Ferrie © 
en rome Ce eae RE Tae Reger Mee ee, Cobalt (elem 
vncnsnwsedewdseeesescusdund<eedmen Black iron oxide (or eart 


Nc ctvensorinsesvoncedecsusoncans Chromium oxide (chrome gr 


In addition, ocher, sienna, and other earthy meiallic 
oxides may be used. These pigments are insoluble and 
may be sterilized in an autoclave. For the covering of 
nevus flammeus, the basic pigment is white, occasionally 
mixed with a small amount of red, sometimes in com- 
bination with green, ocher, or sienna. The coloration of 
the patient’s skin as well as the shade and intensity of 
color of the defect are taken into consideration in blend- 
ing the pigments. 

The first treatment is applied over a small area only, 
a record being kept of the combination of colors. A sterile 
petrolatum dressing is applied after the treatment. The 
patient is seen at the end of 24 hours, at which time a 






















Fig. 4.—The technique of dermal injection of the cutaneous surface 
of the eyelid. The conjunctiva is anesthetized with tetracaine and the 
skin of the eyelid with procaine. An assistant holds the eyelid spatula 
in place. The technician produces downward traction on the malar skin 
as the instrument is applied to the area of the eyelashes. 


crust is present over the area into which the pigment has 
been injected. This peels away in 6 to 10 days, after which 
the effect of the injection may be observed. Definite judg- 
ment should be postponed, however, until three or four 
weeks after the first treatment, because of the fact that, 
although most of the pigment is inserted in the dermis. 
some particles are deposited in the region of the capillary 
dilatations below the skin and some are left in the epider- 
mis. Particles that enter the capillary dilatations of the 
nevus are carried off in the blood stream. Loss of those 
deposited in the epidermis occurs through desquamation, 
which requires several weeks to occur. Hence, the final 
effect of the injection cannot be evaluated until these 
processes are completed. 

Once the combination of pigments best suited to the 
patient has been determined, treatments are given at in- 
tervals of four weeks until the entire lesion has been 
tattooed. An area of from 4 to 6 sq. in. may be treated 
in a period of one hour by a skilled technician. The pro 
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cedure is attended by only slight discomfort, which the 
aver ge adult patient tolerates without anesthesia. The 
com ort of the patient may be promoted by the mixing 
of tie powdered pigments with solution of procaine 
(Novocaine) hydrochloride. There is no objection to 
the direct injection of procaine into the skin and sub- 
cutaneous tissues of the area under treatment if the 
degree of sensitivity of the patient to pain is such that 
this step is indicated. Children usually require local anes- 
thesia. Treatment is delayed until the age of eight years 
if possible, as general anesthesia (ether) is necessary in 
younger children. In patients in whom general anesthesia 
has been necessary, the interval between treatments has 
been increased to three months, to present development 
of complications of anesthesia or undue aversion to the 
induction of anesthesia in the child. Because of the fact 
that lesions involving the upper lip usually show vascular 
engorgement, it may be necessary to repeat the dermal 
injections in that area one or more times. The technique 
of injection of the margin of the eyelid is shown in figure 
4. Ideal results are obtained only when the technician 
shows patience and persistence. 


SELECTION OF PATIENTS 
Close inspection of the lesion gives the practiced eye 
a fairly accurate impression of its depth, i. e., whether it 
is subpapillary, dermal, or subdermal. In general, the 
lighter stains respond better than those of deep colora- 
tion. Biopsy shows that lesions in which the skin appears 
to be greatly engorged with blood are those in which the 
vascular dilatations are resident in the superficial part of 
the dermis. In such cases, pigment injection is not highly 
effective. Fortunately, only 15% of the patients encoun- 
tered in my experience have been of this type. The re- 
mainder have sufficient normal dermis overlying the 
lesion to allow for the successful deposition of particles 
of pigment. In earlier experiences, it was my pratice to 
rely on biopsy in the selection of patients for treatment. 
More recently, therapeutic trial treatment in questionable 
cases has been found to be a reliable guide to the probable 
result of complete treatment. In lesions of the malar area 
with extension to the upper lip it is observed regularly 
that the affected side of the lip is thicker and at a lower 
level than the unaffected side. This is due to the collection 
of blood in the lowermost part of the lesion with result- 
ant greater dilatation of vascular channels. Extension of 
the lesion into the vermilion of the lip has not been effec- 
tively camouflaged by pigment injection. Fortunately, 
in women, this disfigurement is not often of importance, 
owing to the widespread use of cosmetics. Not many 
cutaneous lesions other than nevus flammeus have been 
treated by this method. It is felt that melanoma should 
not be treated this way, and vitiligo and post-traumatic 
scars do not respond to permanent pigment injection. 
For the color matching of skin grafts on the face pig- 
ment injection is satisfactory. Nevus flammeus in which 
the overlying skin has been scarred by previous radium 
therapy does not respond to pigment injection. 


RESULTS OF TREATMENT 
In 1 period of seven years, 310 patients with nevus 
flammcus have applied for treatment. Forty-seven (15% ) 
of these were rejected because of evidence from biopsy 
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or trial treatment that the lesion was subepidermal and 
that treatment, therefore, would not be effective. Two 
hundred and sixty-three patients have been treated with 
the goal of satisfactory camouflage of the birthmark. 
Eighty-four patients were males and 179 were females. 
The youngest patient treated was 4 years old. Of the 263 
patients, 192 have completed treatment. In 159 (83% ) 
of these the camouflage is satisfactory in my opinion, and 
the patients have expressed satisfaction with the results. 
Usually women resort to the use of ordinary facial make- 
up after completion of treatment, but men have not felt 
the desire or need to use cosmetics. Forty-one patients 
are still receiving treatment, and no conclusions as to 
the success of therapy in these have been reached. Thirty 
patients have discontinued treatment for reasons related 
to such things as problems of travel and occupations. 
Thirty-three (17% of the 192 in whom treatment was 
completed) expressed dissatisfaction or disappointment 
with the results of pigment injection. 

The 192 patients who completed treatment received 
a total of 1,344 treatments, an average of 7 treatments 
per patient. The smallest lesions were camouflaged in 
only two treatments, the first being adapted to coverage 
of the lesion and the second to accurate color match. 
Lesions covering about one-half the surface area of the 
face often required 12 to 20 treatments. Seven patients 
in whom port-wine stains covered large areas of both 
sides of the face required more than 20 treatments. In 
one case, 27 treatments were required. 


COMPLICATIONS 

Only twice in the course of 1,344 treatments was infec- 
tion encountered as a complication. In one patient the 
area of cellulitis was diffuse and the patient had a tem- 
perature of 104 F. Recovery was rapid following the use 
of hot dressings and antibiotics. The end-result was not 
affected by the complication. In another, pustular derma- 
titis developed but responded quickly to local therapy. A 
mildly glazed appearance of the skin was an end-result 
of therapy in 20 cases. Thickening of the skin was noted 
in 16. These developments did not cause significant com- 
plaining by the patients. In 21 patients, one or several 
areas of small, elevated, cavernous hemangiomas devel- 
oped during the course of therapy, presumably owing to 
trauma from the needles. This was managed successfully 
in all by excision of these small areas. There were no 
ocular complications. 

SUMMARY 

Results of treatment of 263 patients with nevus flam- 
meus (port-wine stain) by tattooing are reported. Per- 
manent camouflage by intradermal injection of insol- 
uble, color-matched pigments was found to be successful 
only in patients in whom the lesion was subdermal or 
in the deeper portions of the dermis. Subpapillary nevus 
flammeus did not respond to the treatment. Forty-seven 
(15% of all patients applying for treatment) were re- 
jected for this reason. Of 192 patients who completed 
treatment, the lesions of 159 (83% ) were satisfactorily 
camouflaged. The technique of treatment is described, 
and complications are discussed. 
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The physiological significance of the millions of sweat 
glands spread over the body surface is well known and 
appreciated, although there has been a general failure to 
recognize the significance of these tiny glands in the 
pathogenesis of skin disease. Studies in the last 10 years 
have indicated clearly that the sweat gland is either pri- 
marily or secondarily responsible for a wide variety of 
common dermatological disturbances. All of the dis- 
turbances result from a simple mechanical obstruction 
at the sweat duct opening; although the formation of 
sweat proceeds unimpeded, the free egress of this sweat 
onto the skin surface is prevented. In consequence, sweat 
is trapped and retained within the skin, leading to a 
remarkably varied clinical patterning. For many years, 
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Fig. 1.—Schematic representation of cross section of skin showing nor- 
mal sweat gland. 


these clinical facets of sweat retention went unrecognized 
or were misdiagnosed. It is now possible to define more 
precisely and simply the clinical features and the patho- 
genesis of cutaneous disease caused by obstruction in the 
terminal sweat duct. At the same time, it is possible to 
eliminate numerous dermatological terms that have now 
been proved to be synonyms (fig. 1). 

The term miliaria is the generic designation for all 
skin changes arising as a result of sweat retention ' and 
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is the best term to use in describing these changes. it js 
possible, however, on the basis of simple definitive 
clinical findings, to subdivide miliaria into four groups. 
Thus the term miliaria is analogous to the term acne. 
which is also a generic term encompassing various types 
of cutaneous changes due to sebum retention. Actually. 
in many instances, examples of all four types of miliaria 
may be seen in a single patient. This is especially irue 
in patients with secondary miliaria. The significant 
classes of miliaria are (1) miliaria crystallina, super- 
ficial retention of sweat in stratum corneum, (2) miliaria 
rubra, retention of sweat within the epidermis, (3) mili- 
aria pustulosa, retention of sweat in the epidermis with 
secondary leukocytic response, and (4) miliaria pro- 
funda, retention of sweat within the dermis. 

Miliaria Crystallina.—Clinically, miliaria crystallina 
is rarely seen in office practice. It causes the patient little 
or no concern, and, because of its superficial nature,’ it 
is actually of short duration. In its primary form, it is seen 
most commonly in febrile hospital patients at bed rest. 
As a secondary miliaria, it is seen commonly in various 
dermatoses, such as sunburn, contact dermatitis, and 
pemphigus. It appears as a noninflammatory, asympto- 
matic eruption consisting of numerous small discrete 
vesicles (fig. 2A). These are usually translucent and 
filled with colorless sweat. At times, however, they appear 
as white vesicles because of a thicker covering of stratum 
corneum. The fluid from either a translucent or a white 
vesicle is clear and colorless. The vesicles are so super- 
ficial that the slightest mechanical abrasion, by clothing 
or a towel, ruptures them. 

Miliaria  Rubra.—Most commonly designated as 
prickly heat, miliaria rubra manifests itself as a pruritic, 
inflammatory papulovesicular dermatitis.* It is perhaps 
the commonest of all skin diseases found in warm en- 
vironments. It occurs either as a primary disorder or as 
a secondary complication of numerous skin diseases. The 
lesions are erythematous papules that are not located 
about hair follicles (fig. 3A). A cardinal diagnostic sign 
of miliaria rubra is the rapid appearance and disappear- 
ance of the eruptions in conjunction with the elevations 
and reductions in body or environmental temperature. 
Many of the papules develop tiny vesicles or pustules at 
their apexes. The typical sensation experienced by the 
patient is tingling, burning, or pricking. This sensation 
is aggravated by sweating and disappears completely 
when sweating stops. A point of particular note is that 
the affected areas show either hyperhidrosis or a normal 
sweat response. Usually over 90% of the glands function 
normally. The clinical features result from the occluded 
glands, which comprise only a small percentage of the 
total number of sweat glands. It is only in the very severe, 
recurrent miliaria rubra and profunda that anhidrosis is 
seen clinically. In these instances, the percentage o! 
occluded glands is greatly increased. 

The sites of predilection for miliaria rubra are the 
antecubital and popliteal fossae, the chest, the abdomen, 
and all areas of friction. It is never seen on the palms oF 
soles, although it may occur anywhere else. It is usually 
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pilat. al and symmetrical. It never occurs in any area in 
whic. the sweat gland is absent or not functioning. At 
time. this is pointed out dramatically in patients who 
hav. had a sympathectomy. No miliaria will be seen in 
the .reas affected by the sympathectomy, but it may be 
prominent elsewhere on the body. Prickly heat may affect 
near'y everyone if the climatic conditions are sufficiently 
severe. It is very common in infants who are overclothed. 
The course of miliaria rubra varies. Initially, a minimum 
latent period of from two to three days of profuse 
sweating is necessary, although a person may spend 
months in the tropics before the disease appears. Miliaria 
rubra persists and increases in severity on continuous 
exposure to heat. 

Miliaria Pustulosa.—Miliaria pustulosa or pustular 
miliaria is a special type of miliaria seen as a secondary 
complication in numerous skin diseases.* It also develops 
secondary to the blocking of the sweat duct or pore. The 
clinical manifestation is numerous pustules not associated 


Fig. 2.—Miliaria crystallina. A, arrow points to typical translucent 


vesicle. B, diagram shows changes in skin and sweat gland, with keratinous 
plug in orifice and retention of sweat in stratum corneum. 





with hair follicles (fig. 44). Pruritus is severe and asso- 
ciated with sweating. The purulent material is white and 
is usually sterile. At times, however, the purulent ma- 
terial may become yellow, especially if a secondary 
invasion by Staphylococcus aureus occurs. The pustules 
are always limited to the areas or sites of the previous or 
concurrent skin disease. Again the percentage of glands 
affected is small, so no anhidrosis is clinically evident. 
Miliaria Profunda.—Miliaria profunda is the term 
designating the cutaneous changes that occur in patients 
suffering from tropical anhidrotic asthenia. The affected 
skin is studded with numerous noninflammatory papules 
that show a sweat pore arrangement (fig. 5A). None of 
the papules is found at the site of hair follicles. As in all 
milisrias, the cardinal diagnostic sign is the increase in 
size of the papules whenever vigorous sweating occurs. 
Although clinically the lesions are papules, actually they 
are collections of fluid in the dermis, and accordingly, at 
limes, it is possible to release free fluid from the papule 
simp y by breaking it with a needle. Generally, since most 
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of the glands are affected, gross anhidrosis is clinically 
evident. In the absence of sweating, the skin changes are 
minute and may be unobserved. There are no skin symp- 
toms, but marked heat intolerance because of generalized 
anhidrosis may be seen in persons with miliaria profunda. 
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Fig. 3.—Miliaria rubra. A, arrow points to primary lesion, a papule on 


erythematous base. B, diagram shows keratinous plug extending into sweat 
duct and retention of sweat within epidermis. 


COMMENT 
From the histological standpoint, all four of these skin 
diseases have a basic common denominator, namely the 
blocking of the free flow of sweat to the surface of the 





Fig. 4.—Miliaria pustulosa. A, arrow points to typical white pustule 
not associated with hair follicle. B, diagram shows sweat retention in 
epidermis and leukocytic response. 


skin by an obstruction of the sweat duct or pore. In 
miliaria crystallina, the obstruction is extremely super- 





4. Lobitz, W. C., Jr.: Pustular Miliaria: Sweat Retention Phenomenon 
Complicating Common Dermatoses, J. A. M. A. 148: 1097 (March 29) 
1952. 

5. Shelley, W. B.; Horvath, P. N., and Pillsbury, D. M.: Anhidrosis: 
An Etiologie Interpretation, Medicine, 29: 195, 1950. 
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extend down through the epidermis resulting in sweat 
retention in the dermis proper (fig. 5B). In all, the prime 
feature is sweat retention; sweat is secreted into the skin 
instead of onto the skin. 

From the etiological standpoint, it is now possible to 
unify these miliarias on the basis of a common patho- 
genesis. In the primary types of miliaria, prolonged 
maceration of the skin surface with sweat serves as a 
minor, nonspecific epidermal injury that produces ab- 
normal keratinization and resultant occlusion of the 
sweat duct orifice. This is the usua! antecedent history 
in miliaria crystallina and miliaria rubra. In miliaria 





Fig. 5.—Miliaria profunda. A, arrow points to typical flesh-colored 
papule. Entire area is studded with papules except elliptical portion from 
which a biopsy was taken. B, diagram shows deep keratinous plug and 
sweat retention in dermis. 


pustulosa, the changes are usually produced by a preced- 
ing dermatitis. It is interesting that miliaria profunda 
commonly arises as a disturbance secondary to pro- 
longed, recurrent miliaria rubra. Miliaria rubra and 
miliaria pustulosa are both accompanied by pruritus that 
probably arises as a result of stimulation of free nerve 
endings by sweat seeping into the epidermis. Neither 
miliaria crystallina nor miliaria profunda show any skin 
symptoms. 

Experimentally it has been possible to induce all four 
types of miliaria by various injuries to the sweat duct 
orifice.” From a differential diagnostic standpoint, mili- 
aria probably is not recognized oftener than it is mis- 
diagnosed. Secondary miliaria is extremely common in 





6. Shelley, W. B.: Experimental Miliaria in Man: IV. Sweat Retention 
Vesicles Following Destruction of Terminal Sweat Duct, J. Invest. Dermat. 
16: 53, 1951. O’Brien, J. P.: The Etiology of Poral Closure: An Experi- 
mental Study of Miliaria Rubra, Bullous Impetigo and Related Diseases 
of the Skin, J. Invest Dermat. 15: 95. 1950. 


ficial and the trapped sweat remains within the outer 
dead skin layer (fig. 2B). In miliaria rubra, the sweat 
is trapped within the epidermis (fig. 3B). Miliaria pustu- 
losa presents the same picture except that numerous 
leukocytes are seen in the epidermal lesion, and a pustule 
results (fig. 4B). In miliaria profunda or the deep type 
of miliaria, the obstructive changes in the sweat duct 








the presence of various dermatitides in patients in \ rm 
environments. Failure to recognize the presence of 
secondary miliaria leads to several pitfalls. In man. jn- 
stances, it may be felt that the primary dermatosis jg 
becoming worse, and, therefore, a more intensive »ro- 
gram of topical medication is undertaken. This Causes 
unnecessary alarm to the patient and to the physician: 
it adds to the danger of inducing a sensitivity reaction. 
At other times, miliaria pustulosa is misdiagnosed as a 
secondary bacterial folliculitis, and consequently useless 
antibiotic therapy is employed. Finally, the most impor- 
tant consequence of the failure to recognize the presence 
of miliaria is that the patient is not advised of the im- 
portance of sweat reduction. 


THERAPY 

This, fortunately, is a group of diseases in which the 
cause can be removed. Elimination of sweating will bring 
a prompt improvement in all of these miliarias. This 
reduction in sweating must be achieved by physiological 
measures. In other words, the stimulus to sweating must 
be removed by reduction of the internal heat load or the 
environmental heat load. Drugs should not be used. In 
many patients in whom primary or secondary miliaria is 
a prominent, chronic problem during the long summer 
months, the use of an air-conditioner is of great benefit. 
In this regard, it is important to emphasize the fact that 
residence for eight hours a day in a room kept at moder- 
ate temperatures is sufficient to eliminate the major por- 
tion of miliaria. In lieu of air-conditioning, measures 
should be instituted to improve ventilation and to reduce 
the atmospheric humidity. The use of fans is also of 
benefit, since they increase heat-loss by evaporation and 
reduce maceration. Particular note should be made of 
the fact that, in the case of troops in the tropics, those 
persons with a high susceptibility to miliaria should be 
transferred to a temperate zone. The patient not only 
should be advised of the dangers of prolonged macer- 
ative effects of sweating but should also be warned of the 
danger of using any agents on the skin that are even 
mildly injurious to the epidermis. This includes too fre- 
quent bathing, excessive use of soap or detergents, and 
use of irritating topical medicaments and clothing or 
accessories that cause friction. 

Although this is a group of diseases in which the cause 
is known and for which measures can be taken to pro- 
duce a cure, economic and practical considerations are 
often such that persons are forced to work under atmos- 
pheric conditions that produce and accentuate miliaria. 
As a result, patients and physicians alike turn to topical 
medicaments as a means of relieving the condition. These 
preparations actually offer little more than a token of 
psychotherapy, yet tons of lotions, powders, and oint- 
ments are expended yearly in the fight against miliaria. 
It is doubtful that any beneficial effect is achieved by this 
mass attack on a self-limited although extremely annoy- 
ing dermatitis. I inveigh against the use of such prepara- 
tions, since they are double-edged swords. Any irritative 
effects they have on the skin are rapidly transformed 
into more plugging and obstruction of the sweat gland 
orifices. 


J.A.M.A., June 20, 953 
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SUMMARY 

As a result of recent clinical and laboratory research, 
it is possible to integrate our knowledge concerning the 
obstructive disorders of the sweat gland. Miliaria is the 
vencric term for cutaneous changes occurring when 
sweat is trapped in the duct of the sweat gland by an 
obstruction of the terminal end of the duct. The four types 
of miliaria that are seen depend on the depth at which 
sweat is trapped within the skin. These four types are 
miliaria crystallina, miliaria rubra, miliaria pustulosa, 
and miliaria profunda. 
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Diagnosis of the miliarial group rests on the correct 
recognition of vesicles, pustules, or papules, with or 
without erythema, which appear dramatically whenever 
sweating is induced. The development of secondary mili- 
aria of all types commonly occurs in areas of dermatitis 
in patients in warm environments and, as such, is a prime 
factor in the flare-ups and chronic nature of skin disease 
during the summer. Treatment is specific and effective. 
It includes all measures that reduce the need for sweating. 
Topical and systemic therapy are without specific value. 


3400 Spruce St. (4). 





SUCCESSFUL RESECTION 


OF ANEURYSM OF THORACIC AORTA 


AND REPLACEMENT BY GRAFT 


Michael E. De Bakey, M.D. 


and 


Denton A. Cooley, M.D., Houston, Texas 


Various procedures have been used in the surgical 
treatment of intrathoracic aortic aneurysms. These have 
been recently reviewed ' and classified as follows: (1) 
those designed to promote thrombosis and fibrotic organ- 
ization of the process by ligation, introduction of foreign 
material, or periarterial fibroblastic reaction; (2) endo- 
aneurysmorrhaphy; and (3) extirpation of the lesion with 
or without restoration of blood flow through the parent 
vessel. With the exception of the last method, most of 
these procedures have proved generally unsatisfactory. 
Obviously the procedure of choice is extirpation of the 
diseased part and restoration of normal function, but 
this has been successfully accomplished in only a rela- 
tively small number of cases of sacciform aneurysms ' 
or those associated with coarctation.” So far as we have 
been able to determine, there are no reports of its success- 
ful application in a case of fusiform aneurysm of the 
thoracic aorta. It seems desirable, therefore, to report the 
following case of a syphilitic aneurysm of the descend- 
ing thoracic aorta that was successfully resected with 
restoration of normal blood flow by means of an aortic 
homograft. 

REPORT OF A CASE 

A 46-year-old white man was admitted to the Methodist 
Hospital on Dec. 31, 1952, complaining of lower back, left 
lower abdominal, and inguinal pain of three months’ duration. 
The pain began spontaneously, and at the outset occurred in 
episodes necessitating hospitalization on several occasions. For 
the previous few weeks and on admission to this hospital, the 
pain was constant, sharp, and severe and was partially relieved 
by lying on the left side. For adequate relief, however, opiates 
or meperidine (Demerol) was required as often as several times 
daily. Barium studies of the upper gastrointestinal tract and 
roentgenograms of the thoracolumbar spine made at the Hertz- 
ler Clinic in Halstead, Kan., were interpreted as showing an 
aneurysm of the terminal thoracic and proximal abdominal 
aorta producing erosion of the vertebral bodies at the level 
of the diaphragm. The patient gave a history of treated 
syphilis. A cholecystectomy had been done five years previ- 
ous! 

Physical examination revealed a well-developed, anxious 
man who appeared chronically ill. The pulse was regular, and 
the blood pressure was 140/80 mm. Hg. The heart was not 
enlarged, and there were no unusual sounds or murmurs. There 
was 1 well-hea'ed subcostal incision on the right side of the 





abdomen, and no organs, masses, or hernias were palpable. 
Deep palpation in the left lower quadrant of the abdomen 
and over the left inguinal ligament elicited pain, but there 
was no paresthesia or hyperesthesia. Likewise, palpation over 
the lumbosacral region was painful, but there was no specific 
localization. The findings on neurological examination, includ- 
ing tendon reflexes, were normal. Circulation in the lower ex- 
tremities was good. Although the posterior tibial pulses were 
not palpable, the dorsalis pedis pulses were strong and the feet 
were warm. 

Laboratory findings revealed an erythrocyte count of 5.17 
million, hemoglobin level of 16.9 gm. per 100 cc., and white 
blood cell count of 10,000, with 80% segmented neutrophils, 
3% band forms, 14% lymphocytes, and 3% monocytes. The 
Kahn serologic test for syphilis was doubtful, and the Kolmer 
test was negative. The urine was dark amber with a specific 
gravity of 1.033 and an acid reaction. There were 35 mg. of 
protein per 100 cc., a trace of sugar, and some acetone. There 
was no diacetic acid, and microscopic examination disclosed no 
abnormal findings. The blood urea nitrogen level was 14 mg. 
per 100 cc., and the prothrombin activity was 100% of normal. 
An electrocardiogram revealed no abnormality. 

Roentgenographic studies of the chest revealed the heart 
and lungs to be normal, but a large mass was visible behind 
the heart and arising at about the diaphragm. Lateral projec- 
tions of the thoracolumbar vertebrae in the region of the mass 
revealed extensive erosion of the bodies of the 9th, 10th, 11th, 
and 12th thoracic vertebrae and the first lumbar vertebra; 
they were most marked at the 11th and 12th thoracic levels 
(fig. 1). The intervertebral bodies were not eroded. Fluoros- 
copy revealed a pulsatile mass measuring about 20 by 15 by 
15 cm. behind the heart. The mass appeared to be continuous 
with the lower thoracic aorta and displaced the esophagus and 
stomach anteriorly and to the left. Results of an excretory 
urogram were normal. 

On Jan. 3, 1953, with the patient under thiopental 
(Pentothal) anesthesia, aortography was performed by insertion 
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V 
of a no. 10 French woven catheter into the left brachial a 21-year-old Negro man who had died of acute in’ ries 
artery and threading of the catheter under fluoroscopic control The graft was obtained under sterile conditions two hours fter 
into the midthoracic aorta. Then 30 cc. of 70% iodopyracet the donor died and was kept for 36 hours in sodium ch «ride 

(Diodrast) solution was injected rapidly, and a single film was solution containing 1 gm. of streptomycin and one millior nits ct 

exposed. The aorta and the extensive aneurysm were mod- of penicillin. The graft was transferred to Gross’s me‘\um, A 

erately opacified. The aneurysm was demonstrated to have a to which no serum had been added, and stored at 4 (. By 

layer of clot on both sides, represented by a nonopacified rim a continuous through-and-through suture of 4 0 arterial s:ture . 

the graft was anastomosed to the proximal and distal ens of ct 

the aorta (fig. 3C). ir 

The blood pressure, which prior to aortic occlusion was h 

140/100 mm. Hg, rose promptly to 200/100 after the ocely- th 

sion. The pressure decreased to 160/100 during the 45 minute al 
period that elapsed before the clamps were released after 

completion of the anastomosis. As the aortic clamps were re. y 

leased very slowly, the blood pressure dropped immediately + 

to 80/60 mm. Hg and remained at that level throughout the 0 

remainder of the operation although the patient’s general il 

condition appeared good. There was minimal bleeding from c 

the lines of anastomosis, and after a few minutes this stopped 0 

completely. The remaining portion of the aneurysm and its 7 
contents were then removed and layers of thrombus in vary- 

ing stages of organization were scooped out piecemeal, leav- . 
ing the intact intervertebral cartilages protruding forward 

several centimeters above the eroded vertebral bodies. Because i 

‘ the graft was suspended across the area excavated by the c 

aneurysm, a portion of the omentum was displaced into the a 
thorax and sutured around the graft to protect it from the 

rather sharp intervertebral bodies posteriorly and to provide F 

a vascular, soft tissue support. The incision in the diaphragm . 

was repaired with interrupted silk sutures, and the thoraco- t 

abdominal incision was similarly closed, leaving an intercostal 

catheter for underwater sealed drainage. During the procedure, | 

which lasted 4 hours and 40 minutes, the patient received r 

1,500 cc. of whole blood by transfusion. , 

In the first 24 hour period after surgery the urinary output t 

Fig. 1.—Lateral roentgenogram of the lower thoracic vertebrae showing per Foley catheter was 900 cc. Renal function remained good } 
extensive erosion of the vertebral bodies from the ninth thoracic to the throughout the patient’s hospitalization. Atelectasis of the 









first lumbar vertebra. 


right upper lobe was demonstrated by roentgenogram on the , 
’ second day after operation, and this was successfully treated 
of tissue. The aorta was displaced to the left by the aneurysm, by tracheal aspiration and induced coughing. The postopera- ‘ 
which presented primarily on the right and posteriorly. Multi- tive course was otherwise uneventful. The patient became I 
ple intercostal arteries were visualized as well as branches ambulatory on the sixth day after operation, and the sutures 


of the celiac axis (splenic and hepatic arteries), both renal 


arteries, and the superior and inferior mesenteric arteries \] 


Catheter _, 























(fig. 2). ) | 

Operation—On Jan. 5, 1953, anesthesia was induced by hota | : 
ether administered by tracheal intubation, the patient was wre ie. | 7 
placed in a 45 degree right lateral position, and the pleural ~_ } | 
cavity was entered through the bed of a resected segment of \ e 


the ninth rib (fig. 34). The lung was retracted forward, and 
the aneurysm was exposed. The lower thoracic aorta arched 
anteriorly on the proximal margin of the aneurysm, which 
appeared to be about 20 cm. in length and 20 cm. in its great- 
est diameter. It was firmly adherent to the vertebrae pos- 
teriorly. The mediastinal pleura was incised over the proximal 
aorta, and the aorta was encircled with an umbilical tape. 
In order to expose the distal portion of the aneurysm, the 
thoracotomy incision was extended obliquely across the upper 
abdomen, dividing the costal margin. The diaphragm was in- 
cised, and the esophageal and aortic hiatuses were opened. 
The spleen was removed to facilitate exposure. Inferiorly the 
aorta was encircled just distal to the celiac axis but proximal 
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P . . . : . Fig. 2.—A, aortogram showing aneurysm of descending thoracic aorta. 
to the renal and superior mesenteric arteries. At this point B, diagrammatic representation of the aortic tributaries and the involved 
the aorta was only adherent to but not involved in the structures. 


aneurysm itself (fig. 3B). Atraumatic arterial clamps were then 
used to occlude the proximal and distal aorta after injection 
of 10 mg. of heparin solution, and the celiac axis was occluded 
separately (fig. 3C). The aneurysm was dissected off adjacent 
structures anteriorly and partially excised in order to provide 
adequate space for the homograft. 


were removed on the seventh day. The previous complaint of 
severe back and left lower abdominal pain was completely 
relieved, and the patient required no further analgesics. There 
were no manifestations of cord damage, and the circulation 
in his extremities appeared much improved. His appetite and 

An aortic homograft measuring approximately 15 cm. in spirits were excellent at the time of discharge from the hosptal 
length was simultaneously prepared to bridge the defect. The on Jan. 18, 1953, 13 days after operation, and he resumed 
graft had been originally obtained six days previously from his duties as county sheriff approximately one month late’. 
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COMMENT 

T»e only other case in which a somewhat similar pro- 
cedure was employed was recently reported by Lam and 
Aram. Their patient also had a large syphilitic fusiform 
aneurysm of the descending thoracic aorta, but the pro- 
cedure employed by them differed from that used by us 
in that the aneurysmal sac was left in situ and an aortic 
honiograft was used to bypass it. The patient died almost 
three months later from a mediastinal abscess in the 
aneurysmal sac and secondary hemorrhage. The likely 
occurrence of such a complication from ischemic necrosis 
of the sac consequent to its devascularization was pointed 
out by Tuffier* many years ago and emphasizes the 
importance of extirpation of the aneurysm under these 
circumstances. This was forcefully impressed upon us by 
our experience with two previous cases in 
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completion of the anastomosis of the graft and release 
of the occluding clamps. While it may be necessary to 
excise a part of the sac in order to provide adequate space 
for placement of the graft, the major portion of the 
aneurysm and its contents may be removed after restora- 
tion of blood flow through the graft. The second point 
is concerned with the avoidance of thrombosis in the 
vascular bed distal to the point of occlusion as a possible 
consequence of the slowing down of the circulation in 
these vessels. With this objective in mind, a small amount 
of heparin was injected into the aorta just prior to the 
application of the occluding clamp. Finally the method 
of anastomosis employed in our case consisted of a simple 
continuous through-and-through suture rather than the 
mattress suture placed so as to fix the intima in an everted 





which fatal hemorrhage occurred from the 
aneurysmal sac that was not extirpated.’ 
Another important technical consideration 
in the performance of this procedure is con- 
cerned with the potential ischemic hazards of 
arrest of circulation in the aorta distal to the 
point of occlusion immediately above the 
aneurysm, particularly on the spinal cord and 
the kidneys. The problem here differs from that 
in coarctation in which a well-developed col- 
lateral circulation already exists. To avoid this 
danger Lam and Aram * used a Lucite (poly- 
merized methyl methacrylate ) tube over which 
the homograft was placed to permit blood flow 
between the two ends of the aorta during the 
anastomosis. In this way it was hoped to mini- 
mize the period of arrest of the circulation, the 
actual time of occlusion in their case being 24 
minutes on one occasion and 15 minutes on 
another. In spite of this, however, their pa- 
tient manifested some cord damage, with tem- 
porary partial paraplegia. In light of these find- 
ings our case is remarkable in that there were B 
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no postoperative manifestations of ischemic 


changes in the cord, the kidneys, or other or- ipeebes 


gans, in spite of the fact that the aorta was oc- 
cluded for a period of 45 consecutive minutes 
during which the anastomosis was performed. 














This would suggest that, at least under some 
circumstances such as these, the aneurysm may 
stimulate the development of some collateral 
circulation or may gradually create in the tis- 
sues supplied by this part of the aorta an in- 
creased tolerance to a diminished blood supply. 
The operation of these factors, individually or in com- 
bination, may thus be sufficiently effective to maintain 
Viability during the period of occlusion of the aorta re- 
quired for the anastomosis. Although it is not possible to 
draw conclusions from a single case, the fact remains that 
the 45 minute period of occlusion was well tolerated by 
our patient. This is a matter of considerable importance, 
however, since the feasibility as well as the facility of the 
procedure is to a great extent dependent upon it. 

In this connection there are several technical features 
of the procedure that deserve consideration. The first is 
concerned with minimizing the period of occlusion by 
leavin the actual extirpation of the aneurysm until after 





Fig. 3.—A, position of patient and placement of incision. B, anatomical relationships 
of the aneurysm to the thoracic and abdominal viscera. C, method of occlusion of 
proximal and distal aorta during aneurysmectomy and insertion of the aortic homograft. 
The anastomosis was performed by a continuous through-and-through suture. D, repre- 
sentation of the aneurysm showing the relative position and size of the sac and eroded 
vertebral bodies. 


position. From our experience with resection and re- 
placement by aortic homografts of abdominal aortic 
aneurysms, we believe that this method of anastomosis 
provides equally satisfactory results while at the same 
time facilitating the performance of the procedure.°® 
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It is, of course, too early to determine the ultimate 
results of this method of surgical treatment of these 
aneurysms. On the basis, however, of experimental ob- 
servations on aortic homografts and the clinical results 
obtained by their use in coarctation,’ there is reason to 
believe it provides a better approach to the problem than 
was hitherto possible. Its ultimate clinical value, as well 
as certain technical considerations concerned with its 
performance and the most desirable material for bridging 
the defect, must await further observation and experi- 
ence. 
SUMMARY 

A case is reported of a 46-year-old white man with a 
huge, probably syphilitic, aneurysm of the descending 
thoracic aorta producing extensive erosion of the verte- 
bral bodies and incapacitating symptoms. The aneurysm 
along with the involved segment of aorta was successfully 
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resected with restoration of normal blood flow by m-ans 
of an aortic homograft. Although the aorta was occliided 
for a period of 45 minutes during the anastomosis, ‘here 
were no residual manifestations of ischemic chang: jn 
the spinal cord, the kidneys, or other organs. 


ADDENDUM 


According to a recent letter, dated May 2, 1953, trom 
his local physician, the patient has continued to show 
progressive improvement with complete relief of symp- 
toms. He has gained 40 Ib. (18.2 kg.) since his discharge 
from the hospital and has returned to work apparently 
completely recovered. 


1200 M.D. Anderson Blvd. (Dr. De Bakey). 
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CARCINOMA 


Abnormal calcification of tissue has attracted study 
from the earliest days of roentgenology, but, so far, 
calcitying processes in the breast have received little at- 
tention. Not until 1949 did an observation appear dealing 
with the diagnostic importance of punctate calcification 
in carcinoma of the breast. The significance of this report 
by Leborgne ' has become evident to us after comparative 
x-ray and histological examination of the breasts of 425 
patients. 

The use of the whole breast slicer technique of 
Ingleby * and of routine histological examinations have 
served to check accurately the roentgenographic findings, 
which are now based on recently improved techniques. 
We suspect that we may have overlooked many cases of 
carcinomatous calcification in the films made by older 
techniques. The present method of examination, pat- 
terned after that of Leborgne,' takes advantage of fine 
grain, non-screen films and the small focal spot of the 
latest model, rotating anode, x-ray tube. Without this 
equipment, it is impossible to delineate the fine structural 
details and calcification of malignant processes in the 
breast. 


ROENTGENOGRAPHIC APPEARANCE OF CALCIFICATION 


The calcium deposits in malignant breast lesions are 
punctate, but the margins are angular rather than circular 
or curvilinear. This gives the deposits a crystalline or 
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granular appearance. Their number and concentration 
may vary greatly without apparent relationship to the 
size of the malignant lesion. They may aggregate as a 
small cluster in the primary malignant lesion itself, or 
they may be dispersed partially in the surrounding tis- 
sues. Rarely, calcium deposits may permeate the breast 
widely, and this may occur even in the absence of a 
primary, isolated malignant focus. This poses the hope 
that some occult carcinomas * may now be diagnosed 
before symptoms appear or a biopsy is made. 

Leborgne ' believes that small, circumscribed deposits 
of these granular calcified particles are likely to occur in 
scirrhous carcinoma, whereas widespread disseminations 
occur in occult canalicular or comedocarcinoma. These 
conclusions seem to be substantially valid as judged by 
our experience so far. Thus the finding of widespread 
punctate calcium deposits, even in the absence of a 
palpable tumor or other signs of neoplasm, would indi- 
cate the necessity for surgical intervention. Routine use 
of the x-ray examination as part of diagnostic breast 
studies, even if only for locating calcium deposits, would 
thus seem foresighted. 

Familiarity with the appearance of these sand-like 
calcium deposits in malignant breast lesions makes 
differentiation from other calcifying processes easy (fig. 
1 and 2). But another form of calcification that also may 
occur in malignant lesions, as well as elsewhere in the 
breast, is seen in small sclerotic arteries. These vessels 
normally are seen in the subcutaneous fat layer and in 
the breast proper if there is sufficient infiltration of the 
fat. Calcification in these small vessels may be recognized 
by the two parallel rows of calcification corresponding 
to the vessel walls. A calcified vascular pattern is, there- 
fore, quite different from the irregular clusters of calcified 
particles in malignant tissue. 
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Calcification due to phleboliths is not easily confused 
with that in malignant tumors. Phleboliths usually are 
few in number and are sparsely scattered along the course 
of the veins, which are seen readily in x-ray films of the 
breast. Furthermore, phleboliths are larger and smoother 
in outline than the punctate deposits of malignant proc- 
esses. Fibroadenomas of the breast often contain calcified 
deposits. These are flaky, lamellar, or otherwise bizarre 
in shape and are always localized to the tumor, either 
inside or in the peripheral encapsulation. Rarely, calci- 
fication in ducts, cysts, or periductal tissue may occur 
after suppurative infection. These calcified deposits may 
be localized or disseminated and may vary in size and 
shape. Unlike the clusters in malignant processes, these 
deposits adhere to the trabecular architecture of the 
breast. 

COMMENT 

Abnormal calcification occurs in tissues in which 
vitality is reduced or absent, usually as the result of in- 
flammation. Fatty degeneration usually precedes calci- 
fication. The roentgenologist, like the pathologist, is 
familiar with calcification in arteriosclerosis, valvular 
heart disease, pericarditis, old thrombi, and healed tuber- 
culous lesions. Abnormal calcification may also occur 
in masses of excretion and secretion, as in tonsillar 
crypts, in the bronchi, or in ducts of various glands. The 
universal presence of phosphorus in nuclei, the existence 
of fatty acids in cells and tissue, and the frequent occur- 
rence of fatty degeneration before calcification, set the 
stage for the formation of calcium soaps, proteinates, 
phosphates, and carbonates. Concretions that form in 
areas of long-standing inflammation are usually lamellar 
or otherwise deposited in fibrous tissue, while the punc- 
tate, psammomatous or sand-like deposits of some breast 
carcinomas seem related more to the finer structures of 
the parenchyma. The pathologist is likely to give only 
passing attention to these secondary changes; but the 





Fig. 1.—A, roentgenogram of malignant breast infiltrations with granular 


ane deposits; B, photomicrograph of calcified particles in the same 
reast 


arresting Over-all pattern caused by these changes has 
diagnostic possibilities for the roentgenologist. 

The peculiarities of these calcified deposits may be 
related merely to the growth characteristics of some 
breast cancers. The slow growth of comedocarcinoma 
and some other canalicular neoplasms may lead to de- 
gener:'ive changes eventually resulting in calcification. 
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Other slowly growing tumors, such as the pearls of epi- 
dermoid carcinoma, atrophic portions of rodent ulcer, 
and old necrosed portions of glandular carcinoma, also 
often contain much calcium. In psammocarcinoma of 
the ovary, kidney, or parotid gland, many dense, calcified 
deposits derived from epithelial concretions may be 





Fig. 2.—A, roentgenogram of diffuse occult duct carcinoma with 
Scattered calcified deposits. B, photomicrograph of a calcified focus in 
necrotic debris, in the same breast. 


found. But the deposits in these neoplasms differ in size 
and shape from those seen in the inspissated detritus of 
the distended ducts of comedocarcinoma and in some 
other forms of duct carcinoma of the breast. While the 
calcified deposits in acanthoma are not like those of 
breast cancer, the slow growth of calcifying acanthoma 
is similar to that of calcifying malignant breast lesions. 


SUMMARY 

Granular or psammatous deposits of calcium some- 
times occur in malignant breast lesions. These deposits 
may be clustered within a single lesion or they may be 
dispersed into the surrounding structures. Rarely, these 
deposits may be found diffusely permeating a breast in 
the absence of a primary focus and are thus the only 
indication of an otherwise occult malignant infiltration. 
Thus, routine x-ray examination would appear to be 
warranted in studies of breast disease. 


York and Tabor roads (Dr. Gershon-Cohen). 





Poliomyelitis—Large epidemics of paralytic poliomyelitis seem 
to be a reflection of the improved living and sanitary con- 
ditions of the countries which suffer them. In most parts of 
the world poliomyelitis epidemics are small or unimportant; 
and paralysis, when it occurs, is almost limited to children 
under 5 years old. As the virus is liberally distributed, nearly 
everybody comes in contact with it before that age, and pro- 
gressively acquires enough resistance to make a paralytic ill- 
ness unlikely. On the other hand, in a person not protected 
by previous exposure to the virus, the likelihood of paralysis 
rises during childhood, being lowest in infancy and reaching 
a peak in early adult life. As research on the virus has been 
almost exclusively carried out in countries where the disease 
is epidemic rather than endemic, we have come to think of 
epidemics as the natural host-virus relationship. But the re- 
verse appears to be actually the case. Instead of coming re- 
cently to prey on man, the virus seems rather to have lived in 
more or less harmonious relationship with us for centuries; 
and it is we who, by altering our living conditions, have upset 
the balance.—P. N. Meenan, M.D., New Concepts of Polio- 
myelitis, The Lancet, April 18, 1953. 
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For more than 13 years we have been treating a 
selected group of coronary patients with one particu- 
lar operation.’ This operation was devised and adopted 
as a result of animal experiments, in which it gave com- 
plete protection to the animals following the ligation of 
a main coronary artery; the same ligation without the 
operation resulted in a mortality of 50%. We believe 
that this operation, known as cardiopexy, has a definite 
value, and we now present our experience with 57 of 
these operations. In discussing coronary disease, we are 
very much aware of the divergence of opinions expressed 
by various groups studying this problem, and even of the 
various persons in each group; however, it is gen- 
erally accepted that angina, coronary insufficiency, and 
coronary occlusions are all varying degrees of a common 
condition, namely, myocardial ischemia. 

The enormity of the problem of coronary disease is 
evident in mortality statistics. The number of persons 
who died in 1950 from cardiovascular diseases was 
745,000. Each day’s total was 2,040, and every hour’s 
total was 85; this is more than one every minute and more 
than from any other cause. Cardiovascular diseases ac- 
count for over 50% of the total death rate in the United 
States. Coronary artery disease accounts for one-half of 
these deaths, or 22% of the total death rate. There has 
been a general increase in coronary deaths of 114% 
over a period of seven years, and the increase among phy- 
sicians in this same time was 240% (Life Extension Insti- 
tute). Coronary disease appears to be an occupational 
hazard of the medical profession ° and is the only major 
disease in which the mortality each year has increased 
over the mortality of the previous year for the past 10 
years; it is now at an all-time high, 78.2 per 100,000 
(Metropolitan Life Insurance Company). 

Of the patients who survive their first coronary artery 
occlusion, about two-fifths make a complete functional 
recovery.* Some of the remaining three-fifths, however, 
suffer from angina, which increases in frequency and 
severity and causes a progressive restriction in their 
physical activities. Some of these patients are partially, 
and others are completely, incapacitated by the anginal 
pains and are actually coronary cripples. The medical 
treatment for this specific group of patients is insufficient 
and very unsatisfactory. It consists principally of sympto- 
matic relief, dietary regimens, and psychotherapy. We are 
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not speaking now of every coronary patient but refer to 
that particular group of patients who are incapacitated, 
Very few, if any, of these patients are ever rehabilitated 
to the point where they are relieved of their angina or 
can return to their former occupations. 


METHOD 

It is with this same group of cripples that we have been 
working for many years, and we believe that we have a 
satisfactory method for the surgical rehabilitation of these 
patients. The operative procedure is known as cardio- 
pericardiopexy, and the method consists of converting 
the ischemic myocardium of coronary disease into a 
hyperemic myocardium. This change from hypoemia to 
hyperemia of the myocardium overcomes the mechanical 
effect and clinical symptoms of the disease. It is accom- 
plished by spreading sterile powdered magnesium silicate 
over the myocardium inside the pericardial sac. This 
substance is known as U. S. P. talc; however, it is not the 
ordinary commercial variety of talcum powder but is 
a form of powdered silica. When the talc is placed inside 
the pericardial sac, it acts as an irritant and causes three 
principal reactions: a talc granuloma is produced that 
involves the superficial surface of the myocardium; it 
stimulates the development of interarterial coronary an- 
astomoses; and it produces adhesive pericarditis. 

After the introduction of the magnesium silicate inside 
the pericardial sac, an acute inflammatory reaction takes 
place that involves all of the structures in the mediasti- 
num, including the pleura, pericardium, epicardium and 
adjacent myocardium, the esophagus, and lungs. One of 
the characteristics of this acute reaction is the marked 
hyperemia of the myocardium that occurs within a very 
few hours. As a result of this reaction and hyperemia, 
there is a dilatation of the anastomosing blood vessels 
that are already present between the main coronary ar- 
teries and, also, a stimulation in the formation of new 
intercoronary blood vessels. As the acute reaction sub- 
sides, it is followed by a chronic reaction—a foreign 
body granuloma that develops on the surface of the myo- 
cardium; this is characterized by hyperemia and increased 
vascularity. This chronic inflammatory reaction may last 
for many years, since the powder particles remain fixed 
within the adherent tissues of the myocardium and peri- 
cardium for an indefinite period of time. Adhesive peri- 
carditis occurs as a result of the inflammation, but con- 
strictive pericarditis does not take place, nor do any other 
adverse complications occur as a result of the adhesions. 
The hyperemia of the myocardium is further enhanced 
by the free communication of new blood vessels between 
the mediastinal structures and the adherent pericardium 
and myocardium. 

In coronary disease a constant attempt is made hy the 
myocardium to produce new collateral coronary anasto- 
moses.‘ If the necessary length of time is given, or 4 Sul- 
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ficient stimulus exists, the rate at which these new col- 
lateras are formed may become equal to the rate of 
occlu.ion produced by the disease process. We believe the 
irritation and hyperemia of the foreign body (talc) re- 
action is a sufficient stimulus to the myocardium for the 
development of new interarterial communications. Even 
though the hyperemia of the acute reaction subsides and 
some of the immediate stimulus is thereby withdrawn, the 
increased collateral formation, once it is started, may 
continue to form and function for an indefinite period of 
time, even without further stimulation. It would appear 
from these reactions that the mechanical effects and clin- 
ical symptoms of myocardial ischemia can be mitigated 
by cardiopericardiopexy, regardless of the underlying 
cause of the myocardial ischemia. 

The possibility has occurred to us that the granulation 
tissue might eventually change into scar tissue and, with 
the passage of time, become avascular and thus afford no 
collateral circulation. We do not believe this occurs. We 
have slides of autopsy specimens from patients who had 
been operated on and subsequently died from within a 
few days up to 10 years after the operation. The charac- 
teristic features of all of the specimens are the granulo- 
mas, which show marked vascularity and the presence of 
the talc granules. These autopsy specimens definitely 
prove that the granulomas remain vascular for at least as 
long as 10 years. 





Fig. 1—Early lesion characterized by serous nonsuppurative pericarditis 
and marked hyperemia (X< 74). 


Occasionally the lesion that follows the operation has 
been compared to and described as similar to the lesions 
seen in constrictive pericarditis. Such a comparison is er- 
foneous and far from the actual facts. In constrictive 
Pericarditis the pericardium may or may not be adherent 
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but is usually thickened and is avascular. When the peri- 
cardium is removed from the myocardium, little or no 
bleeding occurs; but, after cardiopericardiopexy, the 
pericardium is always adherent, has never been found to 
constrict the myocardium in any degree, and is exces- 





Fig. 2.—Fibrous adhesive granulomatous pericarditis, with persistent uni- 
formity and vascularization: A, the abrupt line of the pericardium and its 
union by delicate fibrous connective tissue stroma to the myocardium with- 
Out encroaching on the latter, B, granulomatous pericarditis, and C, large 
blood vessels within the inflamed pericardium (x 46). 


sively vascular and hyperemic. When the pericardium is 
separated from the myocardium, it is done with great 
difficulty, as no line of cleavage can be found and bleed- 
ing occurs from both pericardial and myocardial surfaces. 
This condition was found to exist not only in the animal 
experiments but in one patient who was examined four 
and one-half years after an operation. Also, the autopsy 
studies, up to almost 10 years after cardiopericardiopexy, 
show the same lesion still existing. 

In the histopathological study of the autopsy cases fol- 
lowing the introduction of U. S. P. talc, it is evident that 
a definite uniform acute inflammatory lesion of the pari- 
etal and visceral pericardium is produced. This lesion 
(fig. 1) in the early stage is characterized by an acute 
nonsuppurative serous and serofibrinous pericarditis, 
actively stimulating marked hyperemia. The lesion con- 
sists of a diffuse infiltration of lymphocytes and mono- 
cytes, strikingly confined to the surface of the pericardial 
membranes. This activity with its maximum reaction 
persists for about three days. 

After the third day of inflammatory activity a marked 
transition takes place with the appearance of eosinophilic 
leukocytes, plasma cells, and the deposition of fibrin. 
Gradual development of multinucleated giant cells in a 
loose fibrous stroma becomes apparent at about 14 days 
after surgery, with persistence of the talc crystals. 
This uniform granulomatous lesion abruptly terminates 
at the surfaces of the pericardium (fig. 2). The junctional 
union consists of a loose fibrous connective tissue stroma 
permitting free motion of the myocardium. This active 
pericarditis is associated with an extracardiac inflamma- 
tory reaction in the adjacent viscera, such as lungs, medi- 
astinum, and diaphragm, resulting in anastomosis of 
extracardiac vessels with the intercoronary vessels through 
the bridge formed by the adherent granulomatous peri- 
cardium (fig. 3), housing multiple blood vessels, the inter- 





680 CARDIOPERICARDIOPEXY—THOMPSON AND PLACHTA J.A.M.A., Jume 26 195; 


nal diameter of which is far above the so-called critical 
40,.° The striking features of the lesion, when fully pro- 
duced, are the persistence, uniformity, and stability, 
which do not deviate with a lapse of many years following 
surgery (fig. 4). A report of the pathology in combina- 


Fig. 3.—Persistent uniformity of granulomatous pericarditis in a patient 
10 years after cardiopericardiopexy: A, granulomatous pericarditis and B, 
large vascular channels leaving the pericardium and extending by branches 
into the interstitia of the myocardium (x 68). 


tion with visual dissection and roentgenographic studies 
will be published in detail in an article to follow. 

In the past we have severely limited the indications for 
operation and accepted only those who had more or less 
critical forms of coronary disease with a marked degree 
of disability.° In view of the results that we have obtained, 
we now believe that with more liberal indications the 
operation can be successfully applied to a much larger 
group of patients. Since the rationale of the operation is 
to produce a myocardial hyperemia, it could be used to 
counteract the effects of those lesions that produce myo- 
cardial ischemia. The majority of lesions producing myo- 
cardial ischemia fall into three groups, namely, coronary 
artery disease, hypertension, and rheumatic disease. To- 
gether they are responsible for about three-fourths of all 
cardiovascular deaths. 

Because of a previous description * we will not now 
describe the operation more than to say that it consists 
of removing a small piece of the fifth cartilage on the left 
side of the chest. The pericardial sac is opened, and the 
magnesium silicate powder is spread widely over the sur- 
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face of the myocardium. The tissues are then clo.ed jp 
anatomic layers without drainage. It is a simple ope: ation 
and does not, of itself, carry any great risk. 


RESULTS 

In order to fully determine the effects of the oper ition, 
no patient has been included in this series who has beep 
operated on less than one year previously. The tota! num. 
ber of operations was 57. Deaths attributed to the opera- 
tion and all hospital deaths after the operation numbered 
seven, giving an operative and hospital mortality 0 
slightly more than 12%. Of the 50 remaining patients 
who have been followed up to the present time, or the time 
of their death, 37 were men and 13 were women. This js g 
ratio of slightly less than three to one. The youngest pa- 
tient was a woman of 35 (the youngest man was 36), and 
the oldest patient was also a woman, aged 68 (the oldest 
man was 64). The average age of the entire group was 5], 
and the majority of patients (23) were in the sixth dec- 
ade. Three were in the fourth decade, 19 in the fifth, and 
5 in the seventh. Thirty-three of the patients are living 
at the present time. 

The duration of the symptoms before the operation 
has been recorded from the patients’ histories. The short- 
est duration of symptoms before the operation was three 
months and the longest was 15 years, giving an average 
of 342 years. There is a sharp difference, however, in the 


Fig. 4.—Polarized photograph of figure 3 showing persistence of talc 
crystals within the areas of granulomatous pericarditis in a patient 10 years 
after cardiopericardiopexy. 


duration of symptoms of the patients who are still living 
and in those who have died. The living patients had had 
their symptoms for an average of two and three-quarters 
years, while the patients who have died had symptoms for 
an average of four and one-half years before operation. 
In 37 patients angina was the first symptom, and coronar) 
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occlus:on was the first symptom in 13. Three of the pa- 
tients nad congestive failure, and seven had hypertensive 
disea~s 

The shortest length of life after the operation was two 
montis and the longest 1334 years, with an average of 
about 5 years; however, 33 of the patients are still living, 
so this average is subject to an increase from time to 
time. Of the 17 patients who were followed up to the 
time of their death, the average duration of symptoms 
before operation was four and one-half years and the 
average life span after operation was five years. Thus the 
span of life of these patients from the first symptom was 
nine and one-half years. This compares very favorably 
with the span of life of the average coronary patient who 
js not operated on. Statistics on these patients vary with 
each group reported, but averaging all the groups gives 
a life span of four to five years from the onset of the first 
symptom. 

While our group of patients is small and no definite 
conclusions should be drawn from a small group, we 
nevertheless believe that the span of life for these patients 
has been markedly increased by the operation for two rea- 
sons. First, the average length of life after appearance of 
symptoms for coronary patients not operated on is four 
to five years, and that for our group of patients is nine and 
one-half years. Second, the large majority of patients op- 
erated on were in a terminal state and were completely 
incapacitated, having experienced one or more occlu- 
sions, and very few of them could be presumed to con- 
tinue life for any length of time. They had already lived 
for four and one-half years and were thus at the end of 
the average life span for coronary patients, yet they con- 
tinued to live after the operation for an additional average 
of five years. 

Because there are no satisfactory objective tests by 
which we can measure the postoperative improvement or 
prognosis, it has been necessary for us to rely on subjec- 
tive tests. There are four tests that we use to determine 
the postoperative benefits: first, the decrease in the 
amount of anginal pain; second, the increase in the exer- 
cise tolerance; third, the improved ability to attend to 
daily needs; and fourth, a return to the former or some 
other gainful occupation. Using these four tests as a guide, 
we have divided the patients into three groups: The first 
group, with less than 50% improvement, we classify as 
having poor results. The second, with 50 to 75% im- 
provement, we classify as having moderate results. The 
third group, with more than 75% improvement, we clas- 
sify as having marked results. 

The first patient who had had a cardiopericardiopexy 
is still alive and in excellent condition almost 14 years 
later. Of the 50 patients followed, 5, or 10%, have re- 
ceived less than 50% improvement and are classed as 
poor results. The remaining 45 patients, or 90%, have 
received more than 50% improvement. Twenty of these 
patients, or 40%, have received more than 75% im- 
provement as measured by the four tests and are classed 
as markedly improved. Some of the patients in this last 
group are subjectively normal and have no angina and 
no decrease in the exercise tolerance. For a group of pa- 
tients who were medical failures and almost all of whom 
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were completely incapacitated, this operation has pro- 
duced very satisfactory results, which we could not dupli- 
cate with other measures. 


CONCLUSIONS 

In conclusion, it should be emphasized that we have 
operated on a group of patients almost all of whom were 
in a terminal state, were medical failures, and were com- 
pletely incapacitated. They had everything to gain and 
nothing to lose from the operation, and very few of them 
were satisfactory surgical risks. In spite of these handi- 
caps, we have been able, by means of this operation, to re- 
habilitate these patients so that 90% are more than 
50% improved and 40% are more than 75% improved. 
In addition to their physical improvement, the patients 
who have since died lived an average length of life after 
the operation of five years, giving them an average life 
span of nine and one-half years from the onset of the 
first symptoms. We do not believe these patients would 
have survived this length of time without the operation. 


850 Park Ave. (Dr. Thompson). 





Anemia of Infection.—The anemia associated with infection 
is one of the most commonly encountered forms of anemia, 
if not the most common of all. . . . With the newer means 
for controlling infections, it may be anticipated that the in- 
cidence of the anemia of infection will be greatly reduced. 
Already the incidence of such diseases as empyema, lung 
abscess, and chronic osteomyelitis has been lowered signifi- 
cantly. 

The factors which determine whether or not anemia will 
develop in a patient with an infection deserve careful analysis. 
. . . No information is available whether the location of the 
infection (in bones, lungs, liver, subcutaneous tissue, or else- 
where) is of any importance in the development of the anemia. 
Whether one type of organism, e. g., streptococcus, pneu- 
mococcus, aerobacter, is more likely to produce anemia than 
another is not known. James et al., in a study of patients 
with various suppurative lesions, presented evidence that in 
those patients whose infections were due to several different 
organisms . . . the greater the number of different genera of 
organisms, the lower were the hemoglobin levels. It is our 
impression that the severity of the infection, as indicated by 
the severity of the accompanying systemic reaction, is prob- 
ably the most important factor in determining whether or not 
anemia will develop, provided the infection persists for a 
sufficiently long period of time. Infections of mild degree are 
generally not accompanied by anemia. . . . Infections of less 
than a month’s duration as a rule are not accompanied by a 
significant anemia. Since the normal life span of erythrocytes 
is approximately 4 months, this would be expected if it is 
admitted that the anemia is due to decreased production of 
erythrocytes by the bone marrow. 

The anemia of infection occurs commonly in infants and 
children [but] no age group is spared. . . . It is generally 
assumed that more severe and prolonged infections are likely 
to develop in inadequately nourished individuals. 

The anemia associated with chronic infection, as indicated 
by the quantity of hemoglobin per unit volume of blood, is 
generally mild in degree. .. . 4 A severe anemia is so rare that 
its presence should make one suspect the presence of another 
cause for anemia, such as renal disease, iron deficiency, or 
increased blood destruction—G. E. Cartwright, M.D., and 
M. M. Wintrobe, M.D., The Anemia of Infection, in “Advances 
in Internal Medicine,” Chicago, The Year Book Publishers, 
Inc., 1952, vol. 5, p. 165. 
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The demonstration by Anitschkow ' that cholesterol is 
the biochemical factor responsible for the experimental 
production of atherosclerosis marked the beginning of 
modern experimental and clinical investigation into the 
cause, prevention, and treatment of atherosclerosis. The 
extent and variety of studies initiated by those original 
findings almost half a century ago is evidenced by the 
profuse bibliography appended to any of the recent re- 
views of the subject. Although the observations noted in 
this mass of reports are often contradictory and controls 
adequate to allow for correlation between different 
studies has been lacking, the general idea is well estab- 
lished that there is an important relationship between the 
concentration of cholesterol in the blood plasma and the 
development of atherosclerosis. Recent studies, notably 
those by Kellner and his associates,” stressed the impor- 
tance of the physiochemical phenomenon associated with 
the maintenance of cholesterol and serum lipids in a 
stable emulsion. 

The present paper has a two-fold purpose: (1) to 
evaluate the significance of elevated serum cholesterol 
levels in the general medical population of a large hos- 


pital and (2) to give a preliminary report on the clinical 
use of a chemical complex that, through its effect on the 
serum lipid emulsion, seems to open new channels for 
the investigation of the physiological role of cholesterol. 


SERUM CHOLESTEROL LEVELS IN A HOSPITAL 
POPULATION 

The first portion of this study is concerned with a sur- 
vey of the serum cholesterol levels in 960 consecutive 
patients admitted to the medical services of the Fordham 
Hospital. Blood was drawn for serum cholesterol deter- 
minations from all patients within 72 hours after admis- 
sion, except from those who were near death and diabetic 
patients who showed evidence of instability in their dia- 
betic status. Patients who were seriously ill were included 
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in the study on their recovery, and patients with poorly 
controlled diabetes were included in the study after con- 
trol was established. 

All chemical determinations were performed by the 
same technician in the Metabolic Research Laboratory 
of Fordham Hospital. Serum cholesterol levels were de- 
termined by a modification of the Bloor method as re- 
ported by Abell.* The values ranged from 44 mg. per 
100 ml. ina patient with extensive tuberculosis to 1,334 
mg. per 100 ml. in a patient with myxedema. When the 
patients studied were discharged from the hospital, the 
final diagnosis was added to the laboratory record. Pa- 
tients having a serum cholesterol level of 300 mg. per 
100 ml. or over were considered hypercholesteremic for 
the purposes of this study. The following tabulation 
shows the diagnoses established in the 960 patients 
studied: 


Cardiovascular disease 
Diabetes 


Gout 
Hypothyroidism 
Other 


Note that 59.6% of the patients were discharged from the 
hospital with a diagnosis of cardiovascular disease. This 
group plus the patients discharged with a diagnosis of 
diabetes accounted for 71% of the hospital admissions. 

One hundred thirty-one (13.7% ) of the 960 patients 
studied had serum cholesterol levels above 300 mg., rang- 
ing from 300 mg. to 1,334 mg. per 100 ml. The follow- 
ing tabulation shows the incidence of hypercholesteremia 
in relation to diagnosis: 


Patients with 
Hypercholestere nia 


Carcinoma of the lung 
Cholelithiasis with obstruction 
Gout 


— ho OH Sf IS 


Note that almost 70% of the patients with hypercho- 
lesteremia are found in the cardiovascular group. Addi- 
tion of patients with diabetes and associated hypercho- 
lesteremia bring this number up to 90% of the total 
number of patients with hypercholestermia. The patients 
in both groups account for 71% of the total number of 
patients studied. Table 1 shows the sex distribution and 





953 


rly 


he 
ry 


er 








Vol. 152, No. 8 


the incidence of hypercholesteremia among 572 patients 
with cardiovascular disease and 110 diabetic patients. An 
analysis of the relationship of hypercholesteremia to age 
and sex is shown in table 2. Study of these statistics indi- 
cates that between 30 and 79 years of age (for which age 
oroups the number of patients studied is adequate for 
statistical evaluation) there is a steady rise in the mean 
serum cholesterol value, starting at 211.2 mg. per 100 
ml, and increasing through each decade to a mean value 
of 275.6 mg. per 100 ml. Note also that the incidence of 
hypercholesteremia increases in each decade up to 80 
years of age. It is equally significant to note the fact that 
between 40 and 70 years of age the incidence of hyper- 
cholesteremia is greater in women, reaching a definite 
peak between 50 and 60 years of age. A possible explana- 
tion for this sex difference in hypercholesteremia will be 
discussed later. 
BACKGROUND FOR PRESENT STUDY 


Kellner’s observations on the inhibitory effect of 
polysorbate 80, a surface active agent, on the deposition 
of cholesterol in the vessels of cholesterol-fed rabbits ° 
and the report of Krantz and co-workers * on the toxico- 
logic, pharmacodynamic, and clinical observations on 
oral ingestion of polysorbate 80 prompted a clinical 
evaluation of polysorbate 80 in patients with hyper- 
cholesteremia. Kellner reported a rise in the blood 
cholesterol level and diminished atheromatous deposi- 
tion in the rabbit with intravenous use of polysorbate 80. 
The report of Krantz and his associates showed no evi- 
dence of toxicity in the human in amounts of 6 gm. a day 
taken orally over a period of four years. Analysis of the 
urine and stools of subjects studied by them showed com- 
plete elimination of the polyoxyethylene moieties of the 
emulsifier from the body; about 5% was excreted in the 
urine and 95% in the stool. The continued administra- 
tion of polysorbate 80 in over 100 human subjects for 
periods up to four years failed to show any alteration of 
the metabolic rate, blood chemistry, or excretion of 
water-soluble vitamins or evidence of damage to the 
liver, kidneys, or hematopoietic system. Specifically, 
their studies on blood cholesterol in normocholesteremic 
patients failed to show any change in serum cholesterol 
values during the period of polysorbate 80 intake. 

Polysorbate 80 in a 30% aqueous solution was accord- 
ingly administered, under our supervision, to a number 
of patients with hypercholesteremia in amounts of 20 cc. 
daily divided into four doses. No appreciable change was 
observed in the serum cholesterol levels. At the same 
time, six other hypercholesteremic patients were given a 
standard commercial preparation of choline, inositol, 
and methionine, with no change in the serum cholesterol 
levels. 

As a result of these preliminary observations, an 
experimental mixture of polysorbate 80, choline, and 
inositol was prepared, containing 500 mg. of polysorbate 
80, 500 mg. of choline dihydrogen citrate, and 250 mg. 
of inositol in each 5 cc. of the solution. From June, 1951, 
to December, 1951, this mixture was given to six patients 
at the Fordham Hospital. All were controlled diabetics 
On a standard diet, and all were hospitalized during the 
experiment. All patients had pretreatment serum choles- 
terol levels above 300 mg. per 100 ml. on at least two 
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occasions before medication was started. The pretreat- 
ment of cholesterol levels ranged from 320 to 521 mg. 
per 100 ml. In each instance, there was a significant drop 
in the serum cholesterol value while the patient was tak- 
ing the polysorbate 80-choline-inositol complex. Serum 
cholesterol values were determined once weekly during 
this study. A significant drop in the serum cholesterol 
level was noted within two weeks after the start of 
therapy. At the end of three weeks’ treatment, the great- 
est fall in the serum cholesterol values had been noted in 
all patients. This drop ranged from 93 to 216 mg. per 
100 ml. The greatest reductions in serum cholesterol 
values were noted in patients with the highest pretreat- 
ment levels. The reduction persisted as long as the 
patients were maintained on the polysorbate 80-choline- 
inositol complex. When medication was discontinued, 
there was a prompt rise in the serum cholesterol value, 
usually approximating the pretreatment values (table 3). 


TABLE 1.—Sex Distribution and Incidence of Hypercholester- 
emia Among 572 Cardiovascular Patients and 110 
Diabetic Patients 


Patients with 
Hyper- 
cholesteremia 
Total Patients ~~~, 
OF %o of 
Diagnosis Sex No. % No. Total 
Cardiovascular disease..... M 320 55.94 45 14.06 
F 252 44.06 46 18.25 
re eer oe M 37 33.64 10 27.02 
F 73 66.36 17 23.29 


TABLE 2.—Relation of Hypercholesteremia to Age and Sex 


| ee 10-19 20-29 30-39 40-49 50-59 60-69 70-79 80-89 90-99 
Mean serum choles- 
terol level, 
Mg. per 100 ml... 173.8 191.0 211.2 227.4 250.7 262.0 275.6 292.5 203 
No. of patients.... 4 21 93 117 183 349 154 36 2 
a 1 8 45 55 96 187 a4 23 ws 
ee 3 13 48 62 87 162 70 13 2 


No. with hypereho- 


lesteremia........ 0 0 13 22 52 35 


a 

—_ 

os 

tw to 
- © -7 


o ee 6 7 23 18 
PN ssisscsccs _ oe - 7 15 29 17 
% of age group with 
hypercholesteremia........... 22 111 120 49 22.7 194 
en bittevetaksenténenns 100 46.2 31.8 44.2 514 42.9 
ni 5 5660040080600 50s08 53.8 68.2 55.8 486 57.1 


Because of these observations, it was decided to 
broaden this aspect of the clinical investigation and study 
the action of the polysorbate 80-choline-inositol complex 
on serum cholesterol and its related compounds. The 
high content of cholesterol in the adrenal cortex, the work 
of Conn and co-workers * demonstrating a significant 
decrease in circulating serum cholesterol on persistent 
stimulation of the adrenal cortex, and the report of ele- 
vated serum cholesterol associated with Addison’s dis- 
ease ° prompted the inclusion of a survey of the urinary 
steroids and urinary cholesterol in association with the 
serum cholesterol studies. 
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5. Conn, J. W.; Vogel, W. C.; Louis, L. H., and Fajous, S. S.: Sym- 
posium on Pituitary-Adrenal Function, American Association for the 
Advancement of Science, December, 1949; Serum Cholesterol: Probable 
Precursor of Adrenal Cortical Hormones, J. Lab. & Clin. Med. 35: 504, 
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6. Medvei, C. V.: Zur Wirkung des Nebennierenrindenhormons auf die 
Cholesterolinimie: Gleichzeitig Bericht iiber familiares Auftreten von 
M. Addisonii, Ztschr. klin. Med. 128: 58, 1935. 
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METHODS AND MATERIAL 


The first step was to establish a set of normal values. 
One hundred thirty-six serum cholesterol level determi- 
nations were done on serum obtained from adults in 
whom this level was persistently below 300 mg. per 100 
ml. These specimens were taken from subjects of all 
ages, all of whom were patients in the hospital on a stand- 
ard hospital diet. The values ranged from 168 to 286 
mg. per 100 ml. One hundred thirty-nine determinations 
of 24 hour urine cholesterol excretion were done on the 
Same subjects, according to the method described by 
Davidson.’ These values ranged from a low of 0.28 mg. 
to a high of 0.45 mg. per 24 hours. One hundred eighty 
determinations of the urinary excretion of formalde- 
hydogenic steroids were done on the same patients by the 
method described by Daughaday.* The values ranged 
from 120 to 162 pg per 24 hours. Fifty-five determina- 
tions of urinary 17-ketosteroid excretion were done on 


TABLE 4.—Mean Serum Cholesterol and Urine Cholesterol, 
Formaldehydogenic Steroid, and 17-Ketosteroid Levels in 
Untreated Normocholesteremic Patients 

Coefficient 
Varia- 
Standard Standard tion, 
Mean Deviation Error % 
222.3 mg./100 ml. 30.9 8.7 13.9 
0.35 mg./24 hr. 0.04 0.01 11.4 
137.3 ug /24 br. 10.39 2.52 7.6 


Serum cholesterol 

Urine cholesterol 

Urine formaldehy- 
dogenie steroids 

17-ketosteroids, 
males 

17-ketosteroids, 9.8 mg./24 hr. 0.99 0.46 10.5 
females 


15.5 mg./24 hr. 1.43 0.63 9.3 


TABLE 5.—Mean Serum Cholesterol and Urine Cholesterol, 
Formaldehydogenic Steroid, and 17-Ketosteroid Levels in 
Untreated Hypercholesteremic Patients 

Coefficient 
Varia- 
Standard Standard _ tion, 
Mean Deviation Error % 
333.7 mg./100 ml. 50.9 6.2 14.9 
0.48 mg./24 hr. 0.20 0.03 42.2 
127.3 we /24 hr. 30.10 6.60 23.6 


Serum cholesterol 

Urine cholesterol 

Urine formaldehy- 
dogenie steroids 

17-ketosteroids, 
males 

17-ketosteroids, 
females 


15.2 mg./24 hr. 1.51 0.50 


8.4 mg./24 hr. 1.85 0.39 


male patients according to the method of Drekter °; the 
values in this series ranged from a low of 11.1 mg. toa 
high of 18.6 mg. per 24 hours. An equal number of 
determinations were done on female patients using the 
same method, and the values varied from 7.8 to 12.2 mg. 
per 24 hours. The mean values in normocholesteremic 
patients are shown in table 4. 

A similar statistical survey was done on patients with 
hypercholesteremia (serum cholesterol levels above 300 
mg. per 100 ml.). The following laboratory studies 
were done: 210 serum cholesterol determinations rang- 
ing from 300 to 785 mg. per 100 ml.; 143 determinations 
of urine cholesterol excretion ranging from 0.21 to 1.8 
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with Pericdic Acid, J. Clin. Endocrinol. 8: 166, 1948. 

9. Drekter, I. J., and others: Determination of Urinary Steroids: 
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J. M. Sc. 221: 626, 1951. 
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mg. per 24 hours; 81 determinations of urinary formalde. 
hydogenic steroid excretion ranging from 40 to 196 , 
per 24 hours; 69 urinary 17-ketosteroid determination, 
were done on male patients with hypercholesteremia 
with values ranging from 12 to 18.8 mg. per 24 hours: 
72 similar determinations were done on female patient; 
with hypercholesteremia, ranging from 3.1 to 14.2 mg 
per 24 hours. Table 5 shows the mean values. . 

Serum protein-bound iodine determinations were done 
periodically, by a modification of the method reported 
by Harsha,*® on the hypercholesteremic patients treated 
with the polysorbate 80-choline-inositol complex to dem- 
onstrate normal thyroid function. The normal range js 
from 3 to 10 wg per 100 ml. Studies on blood surface 
tension and the urinary excretion of alcoholic sterojs 
have not as yet been completed and will be reported at 
a later date. 

The subjects chosen for this study were inpatients on 
the medical services of the Fordham Hospital. The dia. 
betics included in the study were well controlled, and 
their diet did not vary appreciably while they were under 
observation. Patients with myxedema, biliary obstruction 
with icterus, nephrosis, and uncontrolled diabetes were 
not included in this group. Patients with hypothyroidism 
and frank myxedema have been evaluated according to 
the method described but will be reported on separately 
because of the interesting results obtained. 

Before the study of the effects of the polysorbate 
80-choline-inositol complex on any given patient was 
begun, a minimum of two serum cholesterol determina- 
tions as well as urine cholesterol and steroid studies were 
done. Determinations of the serum protein-bound iodine 
level were done sporadically during the course of any 
individual study to indicate the constancy of thyroid 
function during the period of observation. 


RESULTS 


Sixteen patients with hypercholesteremia (serum cho- 
lesterol levels ranging from 306 to 521 mg. per 100 ml.) 
were studied in the manner described. After pretreatment 
cholesterol levels had been determined, all patients were 
given daily 20 cc. of the polysorbate 80-choline-inositol 
complex divided into four doses. While these patients 
were being supervised in the hospital, the medication 
was given with reasonable regularity. Occasionally a 
dose was missed, because either the nurse was occupied 
with urgent duties or the patient was absent from the 
ward for a diagnostic procedure. The patients’ diet did 
not vary during the observation period. 

Of the 16 patients studied, only one failed to show 
evidence of response to the complex by revealing no 
significant change in the serum cholesterol or urinary 
steroid levels. This patient had a carcinoma of the lung 
with metastases. There was no evidence of diminished 
liver function, although the patient continued to lose 
weight and had no appetite. Fifteen patients showed 4 
definite response, characterized by a significant fall in 
the serum cholesterol level, usually evident during the 
second week of treatment and reaching its lowest level 
between the fifth and sixth weeks. In no patient treated 
were hypocholesteremic levels reached. The fall in cho- 
lesterol ranged from 59 to 233 mg. below the pre 
treatment levels. Usually, the higher the pretreatment 
serum cholesterol level was, the greater the fall observed 
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during treatment. The fall in serum cholesterol concen- 
tration Was accompanied by a significant rise in the out- 
put of urinary cholesterol, which seemed to reach a peak 
during the second or third week of treatment and then 
oradually returned to pretreatment levels. There was also 
, significant rise in the urinary output of formaldehydo- 
senic steroids (table 6); this rise was more protracted 
than that noted for urine cholesterol, but as the length 
of the study period increased, a decrease toward the pre- 
treatment level occurred. No change was noted in the 
output of urinary 17-ketosteroids as compared with 
pretreatment levels in any patient. No change in the 
serum protein-bound iodine level was noted at any time 
during the study. All the observations on this series of 


TasLe 6.—Statistical Significance of Results from Use of 
Polysorbate 80-Choline-Inositol Complex 
4. Serum Cholesterol Levels of Hypercholesteremic Patients 
Mean Level, 


No. of Mg. Per Standard Standard 
Patients 100 Ml. Deviation Error 


Without treatment............ 210 333.7 50.9 6.2 
After trentamemt.......cccccsece 16 279.5 31.3 7.8 


Tests for Significance Between the Means 


Pooled standard deviation..... 49.9 Caleulated T from data....... 4.30 
Standard error of difference... 12.5 fo) eee 2.60 
B. Urine Cholesterol Concentration in 16 Hypercholesteremic Patients 
Standard Standard 

Mean Deviation Error 

Before treatment, mg. per 24 hr........ 0.52 0.27 0.07 

Peak during treatment, mg. per 24 hr... 1.13 0.41 0.106 


Tests for Significance Between the Means 


Pooled standard deviation.... 0.36 Caleulated T from data....... 4.84 
Standard error of difference.. 0.126 cf 0 SS ee re 2.74 
(. Significance of Differences Between Peak and Low Urinary Formalde- 


hydogenie Steroid Excretion Among Untreated and Treated Normo- 
cholesteremie and Hypercholesteremie Patients 


Comparisons 


Se ~ —_ . . . = 
A*and Aand Aand Band Band C and 
? 4 J 


Bt Cz D§ ( D D 

Pooled standard deviation... 5.25 14.8 34.1 17.4 39.3 41.1 
Standard error of difference... 0.20 5.62 117 7.7 15.8 16.0 
CUNO Tisai cccssesecedas 0.098 0.48 5.26 38 3.91 3.68 
ST ON COD Wisk isciasicesce 2.78 2.77 2.75 2.86 2.80 2.79 
* A: Untreated normocholesteremic patients. 

+ B: Treated normocholesteremie patients. 

{C: Untreated hypercholesteremic patients. 

§D: Treated hypercholesteremic patients. 


patients are listed in table 7. The chart shows a charac- 
teristic pattern of the changes in the serum cholesterol, 
urinary cholesterol, and urinary formaldehydogenic 
steroid levels as noted in 1 of the 15 patients who re- 
sponded to treatment with the polysorbate 80-choline- 
inositol complex. 

Cessation of treatment resulted in a prompt rise of 
scrum cholesterol values to pretreatment levels. In two 
patients who showed the described changes in serum 
cholesterol, urinary cholesterol, and urinary formalde- 
hydogenic steroid levels medication was stopped after 
four weeks, and in both instances all values studied 
promptly returned to pretreatment levels. After three 
weeks with no therapy, both were started on treatment 
with daily doses of 20 cc. of a 30% polysorbate 80 solu- 
lion. The only change noted was an increase in the total 
24 hour urine output. No change whatever was noted in 
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the values for serum cholesterol, urinary cholesterol, or 
urinary formaldehydogenic steroids. After three weeks, 
polysorbate 80 therapy was discontinued, and, treatment 
with the polysorbate 80-choline-inositol complex was 
reinstituted. A prompt fall in the serum cholesterol values 
was noted in both patients, associated with a correspond- 
ing increase in the output of urinary cholesterol and 
formaldehydogenic steroids. The observations on one 
of these patients are shown graphically in the chart. 

All patients with hypercholesteremia who were treated 
with polysorbate 80-choline-inositol complex experi- 
enced a feeling of well-being that cannot at present be 
explained physiologically, although it was consistently 
noted and may possibly be attributable to increased 
adrenal cortical function as manifested by an increased 
urinary Output of formaldehydogenic steroids. All of 
these patients noted increased diuresis, especially during 
the first weeks of treatment (see the chart). Preliminary 
observations would indicate that this is related to the 
administration of polysorbate 80. 
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Cholesterol 

ing. per 100 mil. 

Urine 

Cholesterol 

mg. per 24br, 19 
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05 

Urine 200 

Formaldebyde- 

genic Steroids 150}— 

Pg per 

24h. 100 

Urine oetpat 2000 

. per 24 br, 

a 
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Typical response of a hypercholesteremic patient (a 67-year-old woman 
hospitalized for a cardiovascular accident) to treatment with the poly- 
sorbate 80-choline-inositol complex. 


Ten patients with normal serum cholesterol levels, 
below 300 mg. and ranging from 192 to 288 mg. per 100 
ml., were studied in the same manner. After adequate 
pretreatment levels were recorded, they were given 20 
cc. daily of the polysorbate 80-choline-inositol complex 
for periods up to nine weeks. As in the hypercholes- 
teremic patients, the serum and urinary cholesterol and 
urinary 17-ketosteroid and formaldehydogenic steroid 
levels were determined frequently. In no patient was 
there a change in any of these values beyond the normal 
variations (table 8). 

The data shown in table 6 were obtained by applying 
statistical techniques to the observations to test their 
significance. The figures reveal that for each criterion the 
effects created by the medicament could noi be due to 
chance, because, in each instance, the calculated T is 
higher than the T at the 99% or 99.5% levels, respec- 
tively. In part C of table 6, where the calculated T was 
lower than the T at the 99.5% level, it was logically 
expected to be so, as in the case of the comparisons 
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between treated and untreated normocholesteremic pa- 
tients, between untreated normocholesteremic and hyper- 
cholesteremic patients, and between treated normocho- 
lesteremic and untreated hypercholesteremic patients. 

One patient with Addison’s disease was studied. This 
patient had hypercholesteremia and was given the poly- 
sorbate 80-choline-inositol complex prior to treatment 
with desoxycorticosterone acetate for adrenal inade- 
quacy. No change in the serum cholesterol level was 
evidenced either with the complex alone or with the com- 
plex in combination with desoxycorticosterone acetate. 
Throughout the observation period the urine cholesterol 
excretion ranged from 0 to 0.2 mg. per 24 hours. The 
value for 17-ketosteroid excretion was 2.6 mg. per 24 
hours, and the formaldehydogenic steroid value ranged 
from 21 to 34 ug per 24 hours. The serum protein-bound 
iodine value was 6.8 yg per 24 hours (table 9). 


COMMENT 

It would appear from this study that the polysorbate 
80-choline-inositol complex has physiochemical proper- 
ties not manifested by any of its component parts. The 
use of either polysorbate 80 or choline and inositol prep- 
arations individually have, in our experience, failed to 
produce any of the changes reported in this paper. The 
combination of these substances resulted in a “complex” 
that lowered the serum cholesterol levels while increas- 
ing the urinary cholesterol and formaldehydogenic 
steroid output in a limited number of hypercholesteremic 
patients. 

These facts strongly suggest that the mechanism for 
the lowering of the serum cholesterol level in these pa- 
tients is related to adrenal cortical function. In addition, 
the increase in urinary cholesterol output associated with 
the fall in the serum cholesterol level would suggest a 
change in the character of the lipid molecule that en- 
hances glomerular filtration. Such an action can be 
rationalized for this complex by an evaluation of its 
components. Polysorbate 80 is an effective dispersing 
agent and, as Kellner has demonstrated, it produces a 
profound change toward increasing the stability of 
lipid emulsions. Choline and inositol are also essential 
in the formation of substances necessary for fat transport. 
Although the previous reports of the action of the in- 
dividual components on serum cholesterol have been 
largely confusing, the therapeutic preparation described 
seems effective in lowering serum cholesterol in the 
presence of an intact adrenal cortex. In view of the fact 
that the preparation produces no apparent change in the 
serum cholesterol level or urinary excretion of choles- 
terol and corticosteroids in normocholesteremic persons, 
it would seem that at least in the hypercholesteremic pa- 
tients reported the state of serum cholesterol is such as 
to hinder its utilization by the adrenal cortex. The use of 
the polysorbate 80-choline-inositol complex seems to 
alter the state of serum cholesterol to make the choles- 
terol molecule more easily filterable through the renal 
glomerulus and more accessible to the adrenal cortex 
for its requirements. 

Verification of these facts requires the study of a much 
larger series of patients than has been reported. In addi- 
tion to continuing these studies, the Metabolic Research 
Laboratory at Fordham Hospital is conducting investiga- 
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tions into surface tension phenomena in normocholes- 
teremic and hypercholesteremic patients before and after 
treatment with the polysorbate 80-choline-inosito! com. 
plex. A more thorough investigation of urinary steroids 
has been started with chromatographic techniques. 
With regard to additional hormonal factors jn the 
regulation of the serum cholesterol level, it is interesting 
to note that in our survey the incidence of hypercholes. 
teremia was greater in women between the ages of 4( 
and 70 years, reaching its peak between 50 and 59 years 
A possible explanation may be that this greater incidence 
of hypercholesteremia is related to the gradual diminv. 
tion in ovarian hormone production, with consequent 
increase in serum cholesterol. This increment may rep- 
resent that portion of serum cholesterol previously 
utilized in the production of ovarian hormones. 


SUMMARY 


In a survey of the serum cholesterol levels in 960 con- 
secutive patients admitted to the medical services of 
Fordham Hospital, 13.7% were found to have serum 
cholesterol values of 300 mg. per 100 ml. or over; 69.5% 
of the patients with hypercholesteremia had cardiovascu- 
lar disease, and 20.7% had diabetes. Analysis of these 
data revealed that the mean cholesterol value increases 
with each decade as does the incidence of hyper- 
cholesteremia. A sex difference in the incidence of 
hypercholesteremia between the fifth and seventh de- 
cades was noted. During this period, the incidence of 
hypercholesteremia is greater in women, reaching a peak 
between 50 and 59 years of age. The possible role of the 
ovary in this sex difference is mentioned. 

The effect of a polysorbate 80-choline-inosito! com- 
plex on the serum cholesterol and protein-bound iodine 
levels and urinary cholesterol, 17-ketosteroid, and for- 
maldehydogenic steroid excretion in 16 hypercholes- 
teremic patients is reported. In 15 of the 16 patients 
studied, there was a significant drop in the serum choles- 
terol level associated with a rise in the output of urine 
cholesterol and formaldehydogenic steroids. No change 
in the 17-ketosteroid excretion was noted. No such 
changes were noted in a patient with Addison’s disease 
and hypercholesteremia or in normocholesteremic pa- 
tients. The role of the polysorbate 80-choline-inositol 
complex in changing the state of the serum cholesterol 
emulsion and the enhancement of cholesterol utilization 
by the adrenal cortex are discussed. 


CONCLUSIONS 


The long-range value of the lowering of elevated serum 
cholesterol levels could not be discussed in this fe- 
port. The number of patients studied and the length of 
the study were too limited, and it was inexpedient in 
the preliminary report to record occurrence of any 
changes relative to atherosclerosis. This is the subject for 
a long term study, which is now under way. The use of 
the polysorbate 80-choline-inositol complex has, how- 
ever, given some indication of the role of the adrenal 
cortex in the control of cholesterol metabolism and the 
influence of the state of the serum cholesterol emulsion 
on adrenal cortical function. This will, we hope, on 
further study, shed some light on the physiological role 
of cholesterol in man. 


524 North Ave. (Dr. Sherber). 
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LIGATION OF HEPATIC AND SPLENIC ARTERIES IN TREATMENT OF 
CIRRHOSIS WITH ASCITES 


William Francis Rienhoff Jr., M.D. 


and 


Alan C. Woods Jr., M.D., Baltimore 


The surgical treatment of disturbances of the blood 
flow through the liver resulting from intrahepatic disease 
and caused, in the majority of patients, by one of the 
various types of cirrhosis of the liver, has been and con- 
tinues to be unsatisfactory in many patients. There is 
no question that, at present, medical management in 
cases of cirrhosis of the liver is the treatment of choice. 
In spite of commendable adherence by a patient to any 
particular medical regimen, however, such treatment is 
too often ineffectual, and the patient succumbs to pro- 
oressive liver failure, in addition to wasting ascites 
and/or exsanguination, with one or more repeated bouts 
of bleeding from esophageal varices. The inability to 
judge clinically and by liver function tests the degree of 
irreversible damage in the parenchyma of the liver and, 
thus, the extent of the departure from normal and the 
reduction of liver function often makes it impossible for 
the surgeon to determine preoperatively the severity of 
the operative risk with which he is faced. 

The problem that confronts the surgeon is gradual 
failure of the patient because of wasting ascites and/or 
exsanguination caused by bleeding from esophageal or 
gastric varices. For many years, correction of these two 
complications by operative measures has been the surgi- 
cal goal. The results of the many and varied procedures 
that have been suggested in the past have been gratifying; 
the patient has been restored to a life of activity in numer- 
ous instances. In many other instances, however, dis- 
appointing failure has been experienced. 

There exists today a great difference of opinion as to 
the proper surgical methods to be employed in the treat- 
ment of ascites and bleeding esophageal varices, and this 
lack of unanimity of opinion will certainly continue until 
surgeons are able to determine the true hepatic function 
and, thus, the condition of the patient by laboratory pro- 
cedures or liver function tests that are more accurate than 
those at hand today. At the present time, regardless of 
the operation employed, the postoperative course is 
unpredictable, and any attempt to foretell the outcome, 
on the basis of preoperative or postoperative liver func- 
tion tests or the gross and microscopic appearance of the 
liver is prone to error. 

As an indication of the lack of uniform success attend- 
ing surgical treatment, we might cite the number and 
variety of procedures utilized in the past. Direct cauteri- 
zation of esophageal varices by the injection of solutions 
causing sclerosis, resection of the lower end of the 
esophagus, ligation of the splenic artery with or without 
splenectomy, creation of a connection between portal 
and systemic circulation, such as splenorenal or porta- 
caval shunts, and omentopexy (Talma operation) have 
all raised the hope that a definitive solution of this prob- 
lem had been accomplished. These procedures have 





often failed in critically ill patients, primarily because of 
insurmountable technical difficulties. 

The purpose of this paper is to present further clinical 
experiences in the treatment of ascites and hemorrhage 
from esophageal varices resulting from cirrhosis of the 
liver by ligation of various branches of the arterial supply 
to the liver and spleen. In a preliminary report, one of 
us ' described six patients so treated. This paper describes 
23 patients operated on since 1947 and adequately 


followed. 
PREOPERATIVE PREPARATION 


The patients on whom we operated were all suffering 
from uncontrolled, wasting ascites, hemorrhage from 
esophageal varices, or both. Each patient had previously 
been treated by medical means and was presented for 
surgical consideration after failure of medical manage- 
ment was evident. Each patient was extensively studied 
prior to operation in an attempt to assay accurately the 
liver function, and each was considered to be in the poor 
risk category. All were given antibiotics, penicillin and 
aureomycin, for at least five days preoperatively. Bleed- 
ing, if present, was controlled with a Sangstaken tube and 
blood lost was replaced with whole blood to a minimum 
of 12 gm. of hemoglobin per 100 cc. Though we preferred 
to operate when there was no evidence of hemorrhage, 
surgery was performed during a hemorrhagic episode in 
several patients. Patients with massive ascites were sub- 
jected to paracentesis one or two days prior to operation. 


OPERATIVE TECHNIQUE 

Cyclopropane anesthesia was the anesthesia of choice 
in these patients because of its high oxygen content and 
rapid induction and because it allowed the patient to 
return to consciousness before leaving the operating 
room. It is felt that in a patient with a damaged liver 
thiopental sodium, ether, or even nitrous oxide might 
have deleterious effects. 

A high upper midline incision was preferred, although 
a transverse incision was employed in some instances. 
Both give adequate exposure. In the majority of patients, 
there was a large collection of ascitic fluid that was first 
siphoned off completely. The peritoneum was always 
thickened and did not have the usual sheen, indicative of 
chronic peritonitis. After removal of the ascitic fluid and 
freeing of adhesions, if present, the liver was inspected. 
The gallbladder was usually distended and enlarged, and 
the hilar lymph nodes were grossly enlarged, as were the 
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lymphatic channels about the hilum of the liver and along 
the common duct. To a greater or lesser degree, there 
were extraperitoneal dilated varicose veins of different 
sizes that appeared to be collateral venous circulatory 
channels between the portal and the caval systems. It 
was rarely difficult to control bleeding from this source 
during the dissection of the branches of the celiac axis. 
The index finger was placed in the foramen of Winslow, 
and the common hepatic artery was palpated in the 
gastrohepatic ligament. In all but a few persons, this 
vessel was enlarged over two and one-half times its nor- 
mal size, tortuous, and thin walled; a definite thrill could 
be felt that indicated, it seemed to us, a marked increase 
in arterial blood flow. Next, the gastroduodenal artery 
was identified in juxtaposition to the posterior surface of 
the first portion of the duodenum. This vessel was then 
traced cephalad to its parent trunk, the common hepatic 
artery. The gastroduodenal artery arises from the com- 
mon hepatic artery, regardless of whether this latter 
vessel arises from the celiac axis or from the superior 
mesenteric artery, a relatively common variation. The 
departure of the gastroduodenal artery from the common 
hepatic artery forms an arch beneath which the portal 
vein passes in oblique direction. Identification of these 
vessels, therefore, enables the surgeon to measure the 
pressure in the portal vein. We used an ordinary spinal 
manometer filled with saline solution for this purpose or 
a more accurate strain gage manometer attached to a 
commercial Hathaway oscillograph equipped with a 
camera for permanent recording. Portal pressures, in 
those patients in whom we measured them, were in the 
range of 400 mm. H:2O or above. We thought it essential 
to make all measurements of portal pressure at this stage 
of the operation, because, as the dissection is carried 
further toward the celiac axis, numerous collateral 
branches of the portal veins are encountered and are 
frequently divided and tied, rendering measurements 
possibly inaccurate. In the first six patients, the common 
hepatic artery was ligated distal to the departure of the 
gastroduodenal artery; however, in the other patients, 
additional ligatures were placed on the hepatic artery 
proximal to the gastroduodenal artery in order to prevent 
the development of collateral circulation through this 
vessel from the superior mesenteric artery. In those 
patients with ascites alone, the splenic artery was ligated 
as well as the hepatic artery. In those in whom bleeding 
occurred, the left gastric artery was doubly ligated as well 
as the hepatic and splenic arteries. 

If difficulty is experienced in locating the common 
hepatic artery by palpation, this can best be accomplished 
by placing the index finger in the foramen of Winslow 
and determining the area of pulsation in the gastrohepa- 
tic ligaments by pressure between the thumb and index 
finger. As a rule, a thrill can be elicited because of en- 
largement and increased blood flow through the common 
hepatic artery. In two of the patients in whom it was 
difficult to dissect out the branches of the celiac axis, the 
common hepatic artery was ligated at the level of the 
foramen of Winslow. This, of course, placed the liga- 
tures distal to the departure of the gastroduodenal artery 
and prevented the development of any collateral circula- 
tion from this source. The lesser peritoneal cavity was 
then exposed through the gastrocolic omentum, and the 
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splenic artery was located along the superior border of 
the pancreas and doubly ligated. This method of ligating 
the branches of the celiac axis somewhat distal from their 
origin may be helpful in accelerating the operating time. 

Pressure measurements in the portal vein were made 
after the arterial ligation and liver biopsy. In all patients 
fresh bleeding was still encountered from the cut edges 
of the liver and was controlled by suture as in a normal 
person. The wound was then closed. The usual operating 
time was approximately one to one and one-half hours. 


POSTOPERATIVE COURSE 

Postoperatively, the patients were given antibiotics for 
from 10 days to two weeks. Fluids were given intra- 
venously, and blood transfusions were given when 
indicated. Fluids were given orally immediately after 
surgery, and, if necessary, paracentesis was resorted to as 
indicated. Paracentesis should not be performed more 
often than necessary not only because of the waste of 
protein but also because frequent tapping seems to 
encourage the re-formation of ascitic fluid more rapidly, 
Postoperative hospitalization ranged from 10 days to a 


month. 
RESULTS 


The over-all mortality in this series of 23 patients was 
30.4%. Six patients died in the immediate postoperative 
period while they were still in the hospital, and one died 
three months after operation of recurrent hemorrhage 
from esophageal varices. All of the patients who died in 
the hospital were studied at autopsy. Two deaths, in- 
cluding the one that occurred outside the hospital, were 
clearly due to continued hemorrhage. One patient died 
of cardiac failure and pneumonia of the left lower lobe. 
The other patients died of less distinct causes. We 
attributed death in two patients to progressive liver 
failure caused probably by alteration of the circulation in 
rapidly advancing cirrhosis. Both of these patients 
showed clinical and chemical evidence of a gradual Joss 
of liver function after operation. Oliguria developed in 
both, and both died in coma. The death of one patient 
was attributed to uremia; oliguria developed, and the 
man died with a high nonprotein nitrogen level, although 
results of liver function ‘studies did not change appre- 
ciably from the preoperative values. The cause of death 
in one patient was not determined. He died 18 hours 
after operation, without regaining consciousness. An 
autopsy failed to reveal any cause of death. He had had 
a convulsion just before he died, and it was assumed 
he might have had a cerebrovascular accident, but we 
could not obtain permission to examine the brain. In 
these patients, the microscopic appearance of the liver 
at post mortem did not vary from the tissue obtained by 
biopsy at the operating table. We observed no gross 
infarction of the liver. There were microscopic areas 0! 
central lobular necrosis of the liver in three patients, bul 
these areas were small and had been seen in the surgical 
biopsies at the time of operation. 

Although all of the 23 patients were thought to have 
Laennec’s cirrhosis clinically, there were two diagnostic 
errors found at operation. One patient who was thought 
to have cirrhosis with intractable ascites was found to 
have extensive carcinomatous metastases in the liver 
from a lesion in the esophagus. The hepatic artery Was 
ligated in the hope that cutting down the oxygen satura- 
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tion of the blood reaching the metastases would retard 
orowth. The patient survived and left the hospital im- 
proved as far as ascites was concerned. He was still 
improved three months after operation, with normal liver 
function, but has not been heard from since. Another 
patient with a large nodular liver and ascites was found 
to have huge multiple hemangiomas. Hepatic and splenic 
artery ligation was done in the hope that ascites might be 
reduced. The patient is living and well 20 months after 
operation and no longer has demonstrable ascites, despite 
the fact that she has had no other treatment. The other 21 
patients had periportal cirrhosis that was proved micro- 


sopically. 
— COMMENT 


We have, then, 16 patients who survived hepatic artery 
ligation, with additional ligation of the splenic artery in 
most of the patients with ascites and of the splenic and 
left gastric arteries in those with bleeding esophageal 
varices. Eliminating the patient with carcinoma of the 
esophagus, 15 patients remain as a determinate group. 
They were observed for a period varying from several 
months to six years after surgery. All are improved. Two 
patients, who were operated on because of bleeding, had 
subsequent small hematemeses. In neither was this bleed- 
ing as massive or as fulminant as prior to operation. One 
patient, who hemorrhaged to shock levels several times 
prior to hepatic artery ligation, has had several small 
hemorrhages since but none massive enough to require 
transfusion. All of the patients with ascites are improved. 
The degree of improvement ranges from that in several 
patients in whom all evidence of ascites is absent to 
that ina man who requires paracentesis at intervals of six 
weeks to two months in contrast to once a week before 
operation. 

This number of patients is obviously too small for 
statistical analysis. It is interesting to note, however, that 
13 patients presented themselves for operation primarily 
because of ascites. Of this group, 2 are dead and 11 are 
improved, a mortality rate of about 16.3%. Ten were 
operated on primarily for hemorrhage. Of this group, 
five are dead and five are alive, a mortality rate of 50%. 
Of the five dead, only two died of continued bleeding. 
Two of those who survived have had small but definite re- 
current hemorrhages. The presence of ascites in cirrhosis, 
therefore, is not considered a contraindication for hepatic 
artery ligation, and, in this group of patients, ligation was 
apparently successful in reducing intractable ascites. 

Comparison of preoperative and postoperative liver 
function studies shows no common pattern of change in 
these patients. Four patients who were jaundiced prior 
to operation showed a rise in serum bilirubin and alkaline 
phosphatase levels after hepatic artery ligation. Two of 
those patients died, the two whose death was attributed to 
progressive liver failure. One patient became deeply jaun- 
diced after operation, but this began to clear after two 
weeks, and she has been free from clinical jaundice 
for many months. The fourth patient who had a marked 
increase in serum bilirubin after operation has been 
studied on several occasions at the Mayo Clinic. Each 
time there has been a slight elevation of the serum 
bilirubin, but clinical jaundice has not been noted. 
Thymol turbidity and cephalin flocculation tests have 
shown higher values postoperatively in several patients. 
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Perhaps the most significant chemical change noted has 
been an increase in total serum protein and return to 
nearly normal of the albumin-globulin ratio in several 
instances. This is probably a reflection of the decrease 
in ascites and waste of protein in ascitic fluid. The 
prothrombin time has improved postoperatively in sev- 
eral patients. The sulfobromophthalein (Bromsulpha- 
lein) retention has remained unchanged in one patient 
and has decreased in another. Unfortunately, follow-up 
blood chemistry studies are not available for many of 
these patients. 

Portal venous pressure measurements were not deter- 
mined postoperatively in these patients, for we have had 
no reason or opportunity to subject any of them to 
another laparotomy. We believe, however, that the portal 
hypertension is probably significantly reduced in some 
of the patients. This is because of reduction of size of the 
esophageal varices and other collaterals in some of the 
patients and because of the change in character and 
amount of bleeding in the two patients still alive who 
had postoperative hematemesis. In both of these patients, 
postoperative bleeding was small or occult, whereas prior 
to operation it was massive and exsanguinating. Probably 
portal hypertension was not relieved in those patients 
who bled to death through hematemeses after operation. 


SUMMARY AND CONCLUSIONS 


Our results appear to show that the greatest benefit 
from ligation of the common hepatic and splenic arteries 
occurs in those patients with intractable ascites only. 
When the common hepatic, splenic, and left gastric 
arteries were ligated to prevent further bleeding from 
esophageal varices, the results were, to say the least, 
equivocal and certainly not as favorable as the results 
in the patients with ascites alone. 

In an effort to explain the beneficial effects of diminish- 
ing the arterial blood flow to the liver, it occurred to us 
that the production of ascites was mainly a result of 
chronic passive congestion of the liver, with a marked 
increase in the flow of lymph from the liver. The mech- 
anism of the production of portal hypertension, which 
almost always must precede the development of esopha- 
geal varices, may vary from that producing ascites. We 
observed in all of the patients with ascites that lymphatic 
fluid from the dilated lymphatic vessels and enlarged 
lymphatic glands dripped, as a transudate, from the 
hilum of the liver. The chronic passive congestion of the 
liver in these cirrhotic patients develops, we believe, as a 
result of the normal reparative processes. Liver tissue 
is regenerated not in its normal lobular pattern but in 
irregular nodules between inelastic scars. This haphazard 
growth of new liver tissue and old scar tissue interferes 
with the outflow of blood through the efferent hepatic 
veins by causing pressure on these veins. The liver be- 
comes overloaded with blood from the afferent vessels, 
the total of the normal blood flow through the portal 
vein plus the apparently increased blood flow through 
the hepatic artery. Diminishing the blood fiow to the liver 
by blocking the hepatic arterial flow and removing the 
contribution of the splenic artery to the portal venous 
flow seemed to us, therefore, a logical procedure. 

Although our observations of the patients in whom 
the portal pressures were measured show that ligation 
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of the hepatic and splenic arteries causes a drop in portal 
pressure, we have no proof that this drop is sustained 
over any length of time. Ligation of the branches of the 
celiac axis undoubtedly causes changes in the blood flow 
through the liver but may not produce a sufficient drop 
in portal pressure to protect the patient completely from 
further hemorrhage. Although it is difficult to draw con- 
clusions from this small series of patients, we believe 
that for the patient with ascites alone ligation of the 
hepatic and splenic arteries is the operation of choice. 
Our results in patients with bleeding esophageal varices 
were not as successful as in those with portacaval shunts. 

There were no instances of gross liver necrosis in this 
series, and we think that, with the preoperative prepara- 
tion of the patients with antibiotics, they will survive 
ligation of the common hepatic artery. Ligation of the 
common hepatic artery at the level of the foramen of 
Winslow distal to the departure of the gastroduodenal 
and the splenic arteries in the lesser peritoneal cavity 
along the superior margin of the pancreas eliminates a 
great deal of the difficulty and the time-consuming dissec- 
tion of the celiac axis. The ligation of these vessels would 
seem to be sufficient for either the cure or the ameliora- 
tion of ascites. We feel that double ligation of the arteries 
is sufficient and that division of the vessels is not neces- 
sary. We believe that ligation of the hepatic artery should 
not be done proximal to the departure of the gastro- 
duodenal artery but distal to that departure to avoid 
development of a collateral circulation through the distal 
hepatic artery from the gastroduodenal artery, which 
would nullify any benefits from ligation of the common 
hepatic artery. 


J.A.M.A., June 20, 1953 








We believe that the occasional increase in jaundice 
and serum bilirubin after ligation of the arterial branches 
may be due to edema and loss of the squamous character 
of the epithelium in the intrahepatic bile ducts. These 
ducts receive their blood supply from the branches of the 
hepatic arteries. A temporary obstructive jaundice js. 
therefore, superimposed on a cirrhotic condition, which 
would explain the postoperative increase in the blood 
phosphatase and serum bilirubin. Even in the very poor 
risk patient, whether ligation of the arterial supply to the 
liver will prove to be efficacious in controlling bleeding 
from esophageal varices is still unproved. It is to be 
emphasized that all patients treated in the series were. 
clinically and from the standpoint of liver function 
studies, in the poor risk category. There was no selection 
of patients, because it is well known that of those suffer- 
ing from hemorrhage due to esophageal varices 80% will 
be dead within a year to one and one-half years, if not 
operated on. In the patients in this group who died be- 
cause of continued bleeding, ligation of the esophageal 
varices in the esophagus was not done. Perhaps this 
procedure should be employed in all instances of severe 
bleeding before either ligation of the arterial supply to 
the liver or some form of portacaval shunt is undertaken. 
At this time we feel that one should be cautious about 
drawing any conclusions until many further clinical 
studies and experimental observations have been made. 
At the same time, however, it would seem that ligation 
of the hepatic and splenic arteries is of definite benefit in 
patients with ascites alone, and we feel that this procedure 
should be continued so that its value may be firml 
established. 
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FAILURE OF CONVALESCENT GAMMA 
HOMOLOGOUS SERUM HEPATITIS 


Miles E. Drake, M.D., Jeremiah A. Barondess, M.D., Winslow J. Bashe Jr., M.D., Gertrude Henle, M.D. 









GLOBULIN TO PROTECT AGAINST 


Werner Henle, M.D., Joseph Stokes Jr., M.D., Philadelphia 


Reports on the efficacy of gamma globulin (immune 
serum globulin) prepared from normal adult human 
serum in the prevention of homologous serum hepatitis 
(viral hepatitis B), while indicating some prolongation 
of incubation period’ or some degree of protection 
against the disease in battle casualties who have been 
given transfusions,* have provided evidence that this 
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material is considerably less potent in prophylaxis against 
this disease than against infectious (epidemic) hepatitis 
(viral hepatitis A). In addition, a previous attempt '" to 
neutralize homologous serum hepatitis virus in ictero- 
genic serum with 20 ml. of normal gamma globulin was 
unsuccessful. In view of the frequency and importance 
of the problem of homologous serum hepatitis, effective 
prophylactic measures would be of great value in making 
the administration of blood or blood products safer. 
Since there does not exist at present a satisfactory method 
for inactivation of hepatitis virus in these materials before 
injection, and in view of the high degree of protection 
afforded by gamma globulin in infectious hepatitis. 
further exploration of the efficacy of this material in 
homologous serum hepatitis appeared to be of value. 

Since the number of persons in the general population 
who have had homologous serum hepatitis is probably 
relatively small, it was felt that the comparatively low 
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degree of protection against this disease and the failure 
of neutralization afforded by gamma globulin prepared 
from plasma pools drawn from the population at large 
might reflect low titers of antibodies against homologous 
serum hepatitis in such pools. It was considered, there- 
fore, that gamma globulin prepared from plasma pooled 
from patients convalescent from homologous serum 
hepatitis might contain larger amounts of antibodies and 
thus afford passive protection against the disease. Con- 
sequently, such a preparation was obtained and its value 
studied in two sets of experiments in volunteers: 1. A 
protection test was conducted, in which the specially 
prepared gamma globulin was administered intramus- 
cularly at the same time that infected whole blood was 
administered intravenously and again four weeks later. 
This test was designed to simulate the common situation 
in clinical practice, in which patients become infected 
during the intravenous infusion of whole blood or plasma 
contaminated with the virus. The protection test was ex- 
tended to an additional group of volunteers who received 
icterogenic serum intramuscularly; this group also re- 
ceived gamma globulin twice by the same route. 2. A neu- 
tralization test was also done, in which infectious serum 
was mixed in vitro with the specially prepared gamma 
globulin and the mixture, after incubation, was injected 
intramuscularly into volunteers. 


MATERIALS AND METHODS 

A plasma pool was prepared from male volunteers, 
convalescent for periods varying from four months to six 
years from experimentally induced homologous hepatitis 
with jaundice due to the Fort Bragg strain of the virus 
(see table 1). This pool was fractionated and gamma 
globulin prepared by the method of Cohn and Oncley and 
their co-workers.* This is the same technique that has 
been used in this country in the preparation of the various 
lots of Red Cross gamma globulin, which have afforded 
high degrees of protection against hepatitis A.* Gamma 
globulin preparations thus prepared represent, as a rule, 
twentyfold to twenty-five-fold concentrations of anti- 
bodies, as compared to the titers of the original plasma 
pools, when tests for commonly present and detectable 
antibodies are employed in the evaluation.® The prepara- 
tion of convalescent gamma globulin used in these studies 
was stored at 4 C until used. 

In the first experiment (1A) the whole blood used for 
infection was obtained from a volunteer at the onset of 
his iilness, 74 days after inoculation with icterogenic ma- 
terial. This blood, taken during the acute stage, repre- 
sented the third experimental human passage of the Fort 
Bragg strain of homologous serum hepatitis virus. In the 
second and third experiments (1B and 2) the serum used 
represented the second experimental human passage of 
the Fort Bragg strain and was obtained from a volunteer 
at the onset of his illness, 77 days after inoculation with 
icterogenic material. In neither of these materials was the 
amount of virus per milliliter of inoculum known. 

Equal volumes of gamma globulin and infectious 
serum (diluted 1:50 in sterile broth) were mixed in a 
lest tube yielding a final dilution of serum of 1:100. This 
mixture was incubated at 37 C for 1 hour and then at 
4 C for 20 hours prior to administration. Control prepa- 
rations of gamma globulin mixed with broth and of in‘ec- 
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tious serum diluted 1:100 were incubated at the same 
time. 

The volunteers were healthy, young institutionalized 
men between 18 and 35 years of age. The methods used 
in the volunteer studies have been described previously.° 


EXPERIMENTS 


Experiment 1A.—In simulation of the common clin- 
ical mode of infection with homologous serum hepatitis, 
and in order to determine whether the specially prepared 
gamma globulin might protect against the transmission 
of the disease by transfusion, each of 11 volunteers re- 
ceived 50 ml. of infectious type O whole blood by the 
intravenous route. Five of these men (group 1) served 
as controls; the other six (group 2) received 2 ml. of 
gamma globulin intramuscularly at the time of trans- 
fusion and again 40 days later. 

Experiment 1B.—In view of the possibility that the 
amount of antibody in the gamma globulin used in ex- 


TABLE 1.—Origin of the Plasma Pool Collected from Volun- 
teers Convalescent from Homologous Serum Hepatitis and 
Fractionated to Produce Gamma Globulin 


Duration of 


Date of Occur- Convalescence 


Volun- rence of Homologous at Time of 
teer Serum Hepatitis Date Bled for Pool Bleeding * 
1 Nov., 1050... .ccccccccess le 4 mo. 
2 or Mare, 1062 ...sccoccs 4 mo. 
3 po errr March, 1961 .....cscess 3 yr. 
4 April, 1948................ Mareh, 1951 May, 1951 3 yr. 
5 reer March, 1951 May, 1951 3 yr. 3 mo. 
6 Bias Ws e005 6sbcecccene March, 1951 May, 1951 3 yr.5 mo. 
7 Oct., 1947...............-. March, 1951 May, 1951 38 yr.5 mo. 
. is ME ins Addsndeneses March, 1951 May, 1951 3% yr. 
4 ig Mee senccscsccceness March, 1951 May, 1951 3% yr. 
10 SS eee March, 1951 May, 1951 3% yr. 
11 i BE ivneswés vicaccwes March, 1951 May, 1951 5yr.3mo 
12 Rs Ci itcendkdnseowwen March, 1951 May, 1951 5 yr.4 mo. 
13 in SSibbcedeweneces March, 1951 May, 1951 5 yr.4 mo. 
14 bis PRs cn cccnnccenecss March, 1951 May, 1951 5 yr. 5 mo, 
15 ts Mink acascescesas March, 1951 May, 1951 5% yr. 
16 ere March, 1951 May, 1951 ihe yr. 
17 Sept., 1945................ March, 1951 May, 1951 5M% yr. 
18 PR PeGbkntstaueedcas March, 1951 May, 1951 5 yr.7mo 
19 a ssidaiiedisase March, 1951 May, 1951 5 yr. 7 mo. 


* Mean duration of convalescence, 47.6 mo. 


periment 1A might not be adequate to protect against 
the amount of virus contained in 50 ml. of infectious 
whole blood when given intravenously, a smaller inocu- 
lum, administered by a more peripheral route, was tried. 
Accordingly, each of nine volunteers was given 2 ml. of 
infectious serum intramuscularly. Five of these men 
(group 3) served as controls; the other four (group 4) 
received, in addition to the serum, 2 ml. of the specially 





la. Duncan, G. G., and others: An Evaluation of Immune Serum 
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prepared gamma globulin intramuscularly in the opposite 
arm. This dose of globulin was repeated 40 days later. 

Experiment 2.—Study of the in vitro neutralizing 
ability of the specially prepared gamma globulin was car- 
ried out as follows: Each of four volunteers (group 5) 
received 4 ml. of a 1:100 dilution of infectious serum 
intramuscularly. Four additional volunteers (group 6) 
received intramuscularly 4 ml. of a mixture of the spe- 
cially prepared gamma globulin and diluted infectious 
serum, prepared and incubated as described. The final 
dilution of infectious serum was 1:100. Finally, each of 
four volunteers (group 7) received 4 ml. of the specially 
prepared gamma globulin intramuscularly, to demon- 
strate the presence or absence of homologous serum 
hepatitis virus in the globulin used. 


RESULTS 


The results of these experiments are summarized in 
table 2. It will be seen that cases of hepatitis occurred in 
all groups of volunteers except group 7, and that, con- 
sidering the 28 volunteers at risk in the other six groups, 
the over-all incidence of hepatitis with jaundice was 
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this result exist: Circulating antibodies after the occyr. 
rence of homologous serum hepatitis may exist in some 
fraction of the plasma other than the gamma globulin 
fraction. In this connection, it has been demonstrated « 
that typhoid O antibodies and antibodies against pneu. 
mococci and plague bacilli in animals are found in Cohn’s 
“Fraction III-1.” On the other hand, Stokes and his co. 
workers *” have reported a negative neutralization test 
when using whole plasma taken from a volunteer two and 
one-half months after his recovery from experimentally 
induced homologous serum hepatitis. This would suggest 
the absence of neutralizing antibodies in the plasma used. 
Unfortunately, the small volume of data bearing on this 
point precludes final conclusions. Further examinations 
of single serums may clarify this possibility. 

Antibody may have been present in the gamma globu- 
lin used in these studies but may have been inadequate in 
titer, and the dosage used may have been too small to 
protect against or neutralize the amounts of virus in the 
infectious materials employed. The high proportion of 
volunteers in whom hepatitis developed, and especially 
the fact that in 50% of those at risk in groups 1, 2, 3, 


TABLE 2.—Results of Protection and Neutralization Tests in Volunteers 





No. of 
Experi- Volun- 
ment Group _ teers 


1A 1 5 


Inoculum 
Whole blood, 50 ml. intravenously 


muscularly twice 

5 Serum, 2 ml. intramuscularly 

4 Serum, 2 ml. intramuscularly, GG,* 2 
larly twice 


2 5 4 1:100 serum, 4 ml. intramuscularly 


6 Whole blood, 50 ml. intravenously, GU,* 2 mi. 


Hepatitis 
Without Jaundice 


Hepatitis 
With Jaundice 
\ Grew | aa eee | 
Ineu- Ineu- 
bation bation 
Period, Period, 
Days * To Days 


69 


intra- 


53, 53, 77, 107 
43, 76, 89 


88, 91 


Mixture of 1:100 serum + GG,* 4 ml. intramuscularly... 


Control 7 4 GG,* 4 ml. intramuscularly 


Total 32 





* Gamma globulin. 


50%, while that of anicteric hepatitis was 18%. The 
incubation periods observed were characteristic of 
homologous serum hepatitis and ranged from 43 to 134 
days, with a mean of 86 days. 

It is perhaps of some interest that in group 6, in which 
neutralization was attempted, and in which there were 
two cases of hepatitis with jaundice and one case of anic- 
teric hepatitis, the incubation periods of all three cases 
were relatively long, i. e., 113, 119, and 134 days, as 
compared with the usually shorter incubation periods of 
the cases in the other groups. It will be noted, however, 
that one patient in group 2 had an incubation period of 
107 days, and one patient in group 5, the group that re- 
ceived diluted infectious serum as the inoculum, had an 
incubation period of 112 days. Thus, the apparent pro- 
longation of incubation period noted in group 6 may re- 
flect either the natural range of incubation periods with 
this strain of the virus or may be due merely to dilution 
of the virus, as used in groups 5 and 6. 


COMMENT 


The specially prepared gamma globulin, in the dosage 
used in this study, when employed in both protection and 
neutralization tests, failed to prevent homologous serum 
hepatitis in volunteers. Several possible explanations for 


4, 5, and 6 hepatitis with jaundice developed, may indi- 
cate that high titers of virus were present in the blood and 
serum used, although this could also reflect the virulence 
of the strain. On the other hand, it might be expected that 
dilution of the infectious serum to 1:100 with gamma 
globulin would, to some extent, reduce this possibility. 
As noted, the apparent prolongation of the incubation 
period in group 6 may represent only the natural range 
of incubation periods with this strain, or an effect due to 
dilution of the virus, rather than a more favorable ratio 
between gamma globulin and number of infectious units, 
with resulting neutralization. 

Antibodies may appear in the circulation after re- 
covery from homologous serum hepatitis but may be lost 
relatively soon, so that plasma pools from persons more 
than a few months convalescent would not contain high 
titers. It should be noted that the mean length of con- 
valescence of the donors contributing to the fractionated 
plasma pool for this study was 47.6 months; however, !! 
should be pointed out in this connection that immunity (0 
this disease may not be solid, even relatively early 10 
convalescence. Thus, Neefe, Stokes, and Gellis,’ on re- 
challenging nine volunteers recently convalescent from 
experimentally induced homologous serum hepatitis, 
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found transient mild symptoms and/or laboratory find- 
ings “suggestive of transient hepatic disturbance” in five 
of the nine, although none of these men became jaun- 
diced as a result of the rechallenge. Similar results have 
been obtained more recently * in volunteers who were 
five months to six and one-half years convalescent at the 
time of challenge. On this basis, one might assume, in 
interpreting the protection against homologous serum 
hepatitis by normal gamma globulin that has been re- 
ported, that, by chance, the plasma pools from which 
those globulins were prepared contained a relatively high 
proportion of recent homologous serum hepatitis con- 
valescents. Since such plasma pools may represent 2,000 
or more donors, and in view of the relatively low inci- 
dence of this disease in the population at large, such a 
circumstance would appear to be highly improbable. 

Homologous serum hepatitis may not cause the pro- 
duction of circulating antibodies in appreciable amounts, 
and the degree of homologous immunity that has been 
demonstrated may reflect the presence of fixed tissue anti- 
bodies or some other form of tissue resistance. Antibodies 
against this disease may be altered or destroyed in the 
fractionation process. This has not been demonstrated in 
the case of antibodies against other infectious agents and 
certainly does not appear to occur in the case of infec- 
tious hepatitis. ° 

Although the incidence of a blood stream carrier state 
after apparent recovery from homologous serum hepatitis 
is unknown, there is evidence °* that this may occur after 
inapparent infection. Thus, the remote possibility exists 
that if one or several of the contributors to the gamma 
globulin preparation used in this study had been carriers, 
the virus might have combined with antibody in the 
pooled plasma before fractionation, with the result that 
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the remaining antibody, in the gamma globulin fraction, 
would have been insufficient to protect or neutralize in 
the challenge experiments. The apparent absence of 
homologous serum hepatitis virus from the gamma globu- 
lin prepared for this study accords with previous experi- 
ence,'® demonstrating the safety of this material as far as 
contamination with this virus is concerned. 


SUMMARY 


Gamma globulin prepared from the blood of homol- 
ogous serum hepatitis convalescents, in the dosage used, 
did not protect volunteers against the disease after injec- 
tion with an unknown amount of virus as contained in 
blood or serum obtained during the early acute stage of 
illness from other volunteers. Attempts to neutralize the 
virus in icterogenic serum with this gamma globulin 
preparation also failed. Explanations for this failure of 
protection and neutralization are discussed. The gamma 
globulin used failed, by itself, when administered intra- 
muscularly, to induce viral hepatitis. Of 28 volunteers re- 
ceiving the Fort Bragg strain of homologous serum hepa- 
titis, virus hepatitis with jaundice developed in 50% and 
anicteric hepatitis in an additional 18%. 


1740 Bainbridge St. (46) (Dr. Stokes). 
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SUBSEQUENT CAREERS OF APPLICANTS FOR POSTDOCTORAL 
MEDICAL RESEARCH FELLOWSHIPS 


Lois G. Bowen, M.A., Washington, D. C. 


In 1922, the Rockefeller Foundation established a 
program of fellowships in the medical sciences under 
the administration of the medical fellowship board, 
National Research Council. Comparable programs in 
the physical and biological sciences were initiated in 
1919 and 1923, respectively, with the support of the 
foundation. These fellowships were designed to provide 
experience at the postdoctoral level for persons with 
promise in research and teaching. It was anticipated that 
fellows would undertake academic careers and would 
play an important role in the development of future 
investigators. Since an adequate number of fellowships 
has been granted and sufficient time has elapsed to per- 
mit analysis, it seems pertinent to evaluate the results of 
the Rockefeller Foundation-National Research Council 
medical research fellowship program. A preliminary 
survey of past fellows and rejected applicants has, there- 
fore, been made for the purpose of comparing the sub- 
sequent careers of these two groups. 

The following general question formed the basis of the 
evaluation: Do past fellows differ significantly from 


rejected applicants with respect to subsequent success 
in academic and research work, as indicated by the posi- 
tions they now hold? From this analysis of the total 
group of applicants, a supplementary problem arises, 
i. e., to what extent are the results affected by controlling 
the following factors: field of interest, nature of doc- 
torate, other fellowships held by rejected applicants, sex, 
age, and selection ratio? Should the first general question 
be answered in the affirmative, a second might be asked: 
To what degree has the method employed produced 
better results than would have been obtained by use of a 
chance mechanism? 


METHOD AND MATERIAL 
During its 30 years of activity, the medical fellowship 
board has reviewed more than 2,500 applications and 
has awarded about 450 fellowships. The program was 
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restricted during World War II by the dearth of qualified 
applicants, and data for this period probably are not 
typical. Since evaluation of awards made since the end 
of the war should be deferred for several years, this study 
was limited to the 1,136 persons who applied for fellow- 
ships in the medical sciences during the 20-year period 
1922 through 1941. 


TABLE 1.—Comparison of Careers of the Total Groups of 
Past Fellows and Rejected Applicants 


Applicants 
Fellows Rejected 
(Total = (Total = 
265) 707) 
a, Tn 
Criterion No. % No. % tied 


Listing in ‘American Men of 


Science”’ 83.4 331 46.8 <0.001 


Listing in Medical Sciences In- 
formation Exchange 19.4 <0.001 
Cniversity appointments Be 56.0 <0.001 
Academic positions............ 5 26.2 <0.001 
Professorships 7.6 <0.001 
Senior academic positions..... 104 { 19.8 <0.001 


In practice 35 27.6 <0.001 


Without concurrent university 
appointment 5 5.7 118 16.7 <0.001 


* P=the probability that a difference of the magnitude indicated 
would occur as the result of chance factors alone. 


Choice of Criteria.—After preliminary analysis, sev- 
eral objective criteria were selected. While it was recog- 
nized that no one of these alone would be a wholly 
satisfactory index, it was felt that, taken in combination, 
they would serve as the best available yardstick for 
evaluation of the program. These criteria are as follows: 
1. Inclusion in “American Men of Science”: Since the 
most recent of these fellowships began in 1941, the 
youngest fellows completed them six years before the 
1949 edition of “American Men of Science” was com- 
piled. It would be anticipated, therefore, that the entire 
group would have had an opportunity to attain the recog- 
nition implied by inclusion in this volume. 2. Listing by 
the Medical Sciences Information Exchange: The Medi- 
cal Sciences Information Exchange was established in 
1946 by the U. S. Public Health Service and was trans- 
ferred to the National Research Council in 1950. At the 
present time, its records include data concerning research 
grants awarded since 1946 by the six government agen- 
cies concerned with medical and biological research and 
by about 50 private foundations operating in these fields. 
This record was consulted to determine the proportion of 
fellows and rejected applicants who were principal 
investigators under the grants. 3. University Positions: 
This category includes all persons holding part-time or 
full-time clinical or academic appointments. The group 
in university work also was analyzed in terms of the 
following more specific categories: (a) academic posi- 
tions; this category is limited to full-time university 
appointments, and clinical positions have been elimi- 
nated; (b) professorships; this includes only full-time 
academic appointments; (c) senior academic positions, 
consisting of full-time academic appointments as deans, 
heads of departments, professors, and associate pro- 
fessors. 4. Private Practice: This negative criterion was 
analyzed in terms of the proportions of the two groups in 





1. McNemar, Q.: Psychological Statistics, New York, John Wiley & 
Sons, Inc., 1949, p. 76. 
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full-time practice regardless of whether they held other 
appointments as well. Those in practice without cop- 
current university appointments were included in this 
category and also were analyzed separately. 

Sources of Data.—A major portion of the data was 
obtained by means of a questionnaire sent to the 1,136 
persons included in the survey. Information from this 
source was supplemented by data from the files of the 
fellowship board and, as indicated, from “American Men 
of Science” and the Medical Sciences Information 
Exchange. 

Statistical Method.—Past fellows and rejected appli- 
cants were compared with respect to the criteria listed by 
determining the significance of the difference between 
the proportions of each group falling in a given category. 
The technique recommended by McNemar ' for dealing 
with the difference between independent proportions was 
followed. Yates’ correction was applied to all computa- 
tions. For purposes of this analysis, a probability level 
of 0.01 or less was accepted as representing a significant 
difference; however, probability values ranging between 
0.001 and 0.05 are reported for the information of those 
holding more or less rigorous views. 

In an attempt to determine the degree to which the 
method employed has been more effective than a chance 
mechanism, a procedure has been devised for estimating 
its efficiency. The number of fellows who would have 
been expected to appear in each criterion category as a 
result of the use of a chance mechanism was computed. 
Using this expected frequency as a base line, the increase 
achieved by the present method was determined as well 
as the maximum increase possible had a perfect method 
been available. The ratio of the actual to the potential 
increase, expressed in percentages, was defined as an 
“index of efficiency.” This index provides a measure of 
performance that is not dependent on the number of 
cases involved, whereas the probability levels are in- 
fluenced by the size of the sample as well as the effective- 
ness of the program. 


TABLE 2.—Comparison of Careers of Past Fellows and Rejected 
Applicants Now Working in Preclinical Fields 

Applicants 

Fellows Rejected 

(Total = (Total = 

124) 257) 
ee 
Criterion No. % No. % r 


Listing in ‘‘American Men of 
Science” 94.4 205 79.8 <0.001 


Listing in Medical Sciences In- 
formation Exchange 3D 52.4 79 30.7 <0.001 


University appointments.......... ‘ 74.2 150 58.4 <0.01 
Academie positions............ ‘ 63.7 51.0 <0.05 
PISTON o5cicccccecsvces 2g 23.4 38 14.8 >0.05 
Senior academic positions.... 70 56.5 99 38.5 <0.01 


RESULTS 

Of the 1,136 persons to whom the questionnaire was 
sent, 998 (87.9%) replied. Questionnaires were re- 
turned by 265 (97.1%) of the 273 past fellows, 707 
(84.6% ) of the 836 whose applications were not suc- 
cessful, and 26 (96.3% ) of the 27 who did not accept 
the appointments offered them. 

Total Group.—The results obtained by comparing the 
careers of all past fellows with those of all rejected appli- 
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cants are shown in table 1, The data indicate that, for 
each of the eight criteria, the differences between the two 
oroups are highly significant. Moreover, these differ- 
ences all suggest that past fellows have surpassed re- 
jected candidates with respect to these indexes. Analysis 
of the universities in which the two groups hold positions 
indicates that both fellows and rejected candidates have 


TaBLE 3.—Comparison of Careers of Past Applicants* Working 
in the Preclinical Field and Those in the Clinical Field? 


Preclinical Clinical 
(Total = (Total = 
381) 571) 
(ah, gerne, 


Criterion No. % No. /, ) 
Listing in “American Men of 
BeleMce”’ wcccccccccesccccsecescess & 322 84.5 218 38.2 <0.001 
Listing in Medical Sciences In- 
formation Exchange............ 144 37.8 103 18.0 <0.001 
University appointments.......... 242 63.5 347 60.8 >0.05 
Academic positions............ 210 55.1 &9 15.6 <0.001 
ProfessOrshipS ......-..eeeeeee 67 17.6 35 6.1 <0.001 
Senior academic positions.... 169 44.3 74 13.0 <0.001 


* Includes both fellows and rejected applicants. 

+ The interests of 20 past applicants could not be categorized as 
clinieal or preclinical on the basis of the information submitted. Most 
these were engaged in administrative work or had retired. 


obtained positions in the major universities in this 
country. 

Field of Interest—The sample was dichotomized on 
the basis of whether the major field of interest was clinical 
or preclinical. The clinical group included 136 fellows 
and 435 rejected applicants, while 124 and 257, respec- 
tively, were classified as preclinical. When fellows and 
rejected candidates in the clinical area were compared, 
the results were essentially the same as those for the total 
group, with all probability values falling below 0.001. 
Table 2 indicates that the pattern for the group with pre- 
clinical interest differs in certain respects from that for the 
total group, especially in the analysis of academic posi- 
tions and full-time professorships. Failure to find highly 
significant differences between fellows and rejected appli- 
cants for these two criteria is associated with a relatively 
high standing for the combined groups in the preclinical 
as compared with the clinical field. Table 3 compares 
the total clinical and preclinical groups and indicates 
differences of a high order of significance for five of the 
six indexes. 

Individual Fields —The pattern for the field of medi- 
cine resembles that for the entire group and for the 
clinical field, with two exceptions: The difference be- 
tween the proportion of fellows and rejected applicants 
holding full-time academic positions is not highly signifi- 
cant, and the difference between the proportions of the 
two groups in full-time practice is significant only at the 
0.02 level of confidence. In the field of surgery, most of 
the obtained differences are significant at the 0.01 rather 
than the 0.001 level. The pattern for the surgical group 
differs considerably from that for the clinical group only 
in the failure to show a true difference between the pro- 
portions of fellows and rejected applicants engaged in 
Practice, 

In the preclinical fields of biochemistry, pathology, 
and physiology, the established criteria did not distin- 
guish between the two groups with any degree of con- 
sistency. There were no highly significant differences in 
biochemistry or physiology, although a few were found 
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to be significant at the 0.02 or 0.05 level of confidence. 
In pathology, differences significant at the 0.01 level or 
above were obtained for three of the indexes (inclusion in 
“American Men of Science,” listing in Medical Sciences 
Information Exchange, and senior academic positions). 
The trend away from true differences between fellows and 
rejected applicants, indicated in table 2 for the pre- 
clinical group, thus is intensified when this area is divided 
into separate disciplines. 

Doctorates.—The survey included 151 fellows and 
402 rejected applicants who hold the M.D. and no other 
doctoral degree. There were 65 fellows and 199 rejected 
applicants holding only the doctorate in the basic 
sciences. These two groups were analyzed separately. 
The pattern for the M.D. category was comparable to 
that obtained for the clinical breakdown. Differences 
between past fellows and rejected applicants were sig- 
nificant at the 0.001 level for all criteria. When past 
fellows and rejected applicants holding only the doc- 
torate in the basic sciences were compared, the difference 
in the proportion listed in “American Men of Science” 
was found to be significant at the 0.02 level. All other 
probability values were greater than 0.05. Thus, the 
results for this group resemble those for the preclinical 
fields of biochemistry and physiology. 


Fellowships Under Other Auspices.—Seventy-one 
past fellows and 274 rejected applicants reported that 
they had held fellowships under other auspices. The re- 
jected applicants who had held such fellowships were 
compared with those who had not; the results are shown 
in table 4. A larger proportion of those who had held 
other fellowships were listed by the Medical Sciences 
Information Exchange, and the difference was significant 
at the 0.01 level. No other significant differences were 
found. Table 5 compares the rejected applicants who had 
held other awards with the total group of past fellows. 


TABLE 4.—Comparison of Careers of Rejected Applicants 
Who Held Fellowships Under Other Auspices and 
Those Who Did Not 

Held Other Held No Other 


Fellowships Fellowships 
(Total = (Total 


274) 433) 
q 5 y vaecy — | a —— | 
Criterion No. % No. % P 
Listing in ‘American Men of 
a a nlkniin eile . 186 49.6 195 45.0 >0.05 
Listing in Medical Sciences In- 
formation Exchange............ 67 24.5 70 16.2 <0.01 
University appointments.......... 168 61.3 228 §2.7 <0.05 
Academie positions............ 81 29.6 104 24.0 >0.05 
Professorships .........eseeee 22 8.0 32 7.4 >0.05 
Senior academic positions.... 61 22.3 79 18.2 >0.05 
ED PTAC... ccccccvececcervcsseces 74 27.0 121 27.9 >0.05 
Without concurrent university 
IS ak cevcnwecicanes 38 13.9 80 18.5 >0.05 


The differences between these two groups were signifi- 
cant in every criterion category, providing a clear-cut 
contrast to the results in table 4. 

Age and Sex.—Women constituted less than 8% of 
the sample surveyed. Their elimination from the total 
group did not alter essentially the results shown in 
table 1. The mean age of past fellows was 50.20 years 
(standard deviation = 6.49), and that of rejected appli- 
cants was 48.08 (standard deviation = 6.74). This 
difference in ages is significant at the 0.001 level of con- 
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fidence. To hold constant the factor of age, a sample was 
selected in the following manner: Within each three year 
age group, cards were chosen on a random-sampling 
basis in the ratio of three rejected applicants to one 
fellow. In the sample thus selected, there were 207 fel- 
lows and 620 rejected applicants. The mean age for 
fellows was 48.91 (standard deviation — 6.56) and for 


TABLE 5.—Comparison of Careers of the Total Group of 
Past Fellows with Those of Rejected Applicants Who 
Held Fellowships Under Other Auspices 


Rejected 
Applicants 
Who Held 

Other 

Fellows Fellowships 

(Total = (Total = 

265) 274) 
—~-—— = A a 
Criterion No. % No. % Pp 


Listing in ‘American Men 
Science” 22 83.4 136 49.6 <0.001 


Listing in Medieal Sciences In- 
formation Exchange............ 114 24.5 <0.001 


University appointments.......... 197 61.3 <0.01 
Academie positions 81 29.6 <0.01 
PIOTORNOTIOE occ cvcccvceccses 49 22 8.0 <0.001 
Senior academic positions.... 104 i 61 22.3 <0.001 

In Practice 35 13.2 74 27.0 <0.001 


Without concurrent university 
appointment 5 5.7 38 13.9 <0.01 


the others, 48.80 (standard deviation = 6.54). When 
this group was analyzed it was found that differerces 
were significant at the 0.001 level for all criteria. 


Selection Ratio.—The selection ratio was about five 
to one in the second decade of the program as compared 
with two to one in the first decade. The two decades were 
analyzed separately, and in both instances significant 
differences between past fellows and rejected applicants 
were found for all indexes. The difference in selection 
ratio was not accompanied by significant change in the 
relative status of fellows and rejected candidates with 
respect to the criteria; however, 53.9% of those who held 
fellowships in the second decade are listed in the Medical 
Sciences Information Exchange as compared with 
36.2% of the fellows in the first decade. This difference 
is significant at the 0.01 level of confidence. 

Indexes of Efficiency.—In accordance with the pro- 
cedure described previously, indexes of efficiency were 
computed for the total group, the preclinical group, and 
the five fields analyzed. The results appear in table 6. 
The indexes for the total group show considerable varia- 
tion from one criterion to another. Apparently the 
method operated with an efficiency of 61.6% if listing 
in “American Men of Science” is used as the criterion 
of success. It was somewhat less effective in selection 
and development of men who would resist the tempta- 
tion to enter full-time practice. With respect to full-time 
academic work, its efficiency was only 18.1%. The 
efficiency indexes for the preclinical group follow the 
same pattern, with one exception. When the criterion 
of number of professors is used, a somewhat lower 
efficiency is indicated in the preclinical area as compared 
with the total group. In the analysis of individual fields, 
indexes of efficiency in general are higher for the clinical 
fields of medicine and surgery than for biochemistry and 
physiology in the preclinical area. More specifically, 
somewhat higher indexes are found for surgery than for 
medicine. The widest deviation occurs in the analysis 
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of academic positions, with an index of 15% in medicine 
and 60% in surgery. Pathology tends to follow the pat. 
tern of the clinical fields, with relatively high indexes of 
efficiency for all criteria. 


IMPLICATIONS OF RESULTS 


Conclusions must be drawn with caution on the basis 
of a survey of this nature. While the sample is large and 
the criteria employed are objective, it is clear that addi- 
tional study is needed. Moreover, development of more 
discriminating criteria of “success” in the fields of scien- 
tific research and academic work is a major prerequisite 
for such investigation. In the meantime, certain trends 
and implications emerge from the data at hand. [t 
appears, for example, that the persons who received 
fellowships during the first 20 years of this program were, 
as a group, more “successful” than those who were 
rejected during that period with respect to the criteria 
selected. To the extent that these indexes reflect the pur- 
pose of the fellowships, there are indications that the 
program has been effective in selecting personne! with 
potentialities for leadership in medical investigation and 
teaching and in affording opportunity for development 
along these lines. The implications are the same and are 
equally clear-cut when the past fellows and rejected can- 
didates working in the clinical area are compared. The 
pattern for the specific fields of medicine and surgery is 
sufficiently similar to that for the clinical group as a whole 
to reinforce the inference that the program in this area 
has, in some degree at least, achieved its goal. 

This conclusion is not wholly justified for the preclini- 
cal field on the basis of the evidence at hand. There are 
true differences for the entire preclinical group on four 
of the six pertinent criteria, and the indexes of efficiency 
follow the pattern for the total group for all except one of 
the criteria. No highly significant differences were found, 
however, between fellows and rejected applicants work- 
ing in physiology and biochemistry, and there are indica- 
tions that the program operated with less effectiveness in 


TABLE 6.—Indexes of Efficiency 


Pre- Bio- Pa- Phys 
Total clini- Medi- Sur- chem- thol- iol 
’ Group, cal, cine, gery, istry, ogy, ogy, 
Criterion N % % % % ¢ % 
Listing in ‘‘American Men 
of Science”’ 31.6 63.6 59.0 58.0 
Listing in Medical Sciences 
Information Exchange.. 25.0 23.5 24.1 38.2 
University appointments.. 34.2 29.3 53.6 60.2 
Academic positions...... 18.1 19.1 15.0 60.0 
Professorships.......... 27.9 15.9 77.3 


Senior academic posi- 
ch ddenissenteetee 21.1 21.7 23.3 60.0 9.5 37.9 18.0 


In practice 4 sles 37.8 36.9 48. 100.0 0.0 


Without concurrent uni- 


versity appointment... 58.6 eous 72.4 49.6 10.7 100.0 0.0 


these two fields than in the specific clinical fields analyzed. 
The contrast is even sharper when the group holding onl) 
the M.D. degree is compared with that holding only the 
doctorate in the preclinical sciences. These facts would 
not, on the other hand, justify the inference that the selec- 
tion program has been unsuccessful in the preclinical 
sector. The percentages of past fellows exceed those of 
rejected candidates for all of the six pertinent criteria, 
not only for the preclinical area as a whole but for the 
individual fields analyzed. The trend is clear, even 
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though the differences are not consistently large enough 
to be statistically significant. Moreover, the total pre- 
clinical group (including all applicants) surpasses the 
combined group in the clinical field on five of the six 
criteria. 

Some conjectures may be advanced concerning the 
reasons for these differences between the clinical and pre- 
clinical groups. Men with clinical training have ample 
opportunity to leave the academic field, either to enter 
private practice or to accept positions in hospitals or 
other organizations. For the most part, financial rewards 
are substantially greater if they choose the latter course. 
This is not true of the preclinical group, a majority of 
whom do not hold the M.D. degree. While there is oppor- 
tunity in government and industry, the number of such 
positions is limited in comparison with the academic 
appointments available to these men. It may be that in 
the past industrial and governmental positions have not 
held as much appeal for this group as have academic 
careers. In any case, applicants in the preclinical fields 
appear to have remained in research and academic work 
to a greater extent than those in the clinical fields. These 
considerations further emphasize the fact that the criteria 
selected are not adequate indexes of “success” in the 
preclinical field. Conclusive evidence as to whether 
differences exist between past fellows and rejected appli- 
cants in such fields as physiology and biochemistry can 
be obtained only when more effective criteria have been 
established. 

It will be recalled that rejected applicants who had 
held other fellowships differed from those who had not 
with respect to only one criterion, while significant differ- 
ences were found for all criteria when past fellows were 
compared with rejected candidates who had held other 
fellowships. Assuming that the questionnaire data re- 
garding other awards are accurate, they were comparable 
to National Research Council fellowships in that they 
were on the postdoctoral level and offered opportunity 
for full-time research experience. A major portion of 
these other fellowships were, however, supported by local 
universities or hospitals and cannot be considered com- 
parable in this sense. The data indicate, then, that the 
results of this program compare favorably with those of 
the other agencies that supported the fellowship awards 
made to the 274 rejected candidates. No conclusion is 
warranted as to the relative outcomes of this and other 
national programs. 

The evidence, for the most part, supports the view that 
the comparative status of the two categories with respect 
to the various criteria is not related to age. The pattern 
of results was unchanged when the groups were equalized 
as to age. The difference in the percentage of fellows 
listed in the Medical Sciences Information Exchange in 
the first and second decades suggests the possibility that, 
for fellows, an inverse relationship may exist between age 
and the likelihood of holding a research grant. It is 
equally possible that this difference may be a function of 
selection ratio. 

Three possible reasons may be advanced for the differ- 
ences found in favor of the past fellows: 1. The selec- 
tion process has been effective. 2. The opportunity 
provided by the fellowship has been valuable. 3. The 
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prestige of holding a National Research Fellowship was 
a contributing factor. It is impossible to separate the 
effects of these factors, but certain rough indications of 
their relative importance may be noted. It probably is 
correct to assume that the control group who held other 
fellowships had an opportunity for research experience 
somewhat comparable to that offered the Council's 
fellows. The fact that they differed on all criteria from 
past fellows and only on one criterion from other rejected 
applicants might be construed as an indication that the 
fellowship experience is not wholly responsible for the 
obtained differences and that effective methods of selec- 
tion and/or the prestige of the Council’s program have 
played a part. Since details are lacking concerning the 
administration and nature of the opportunity offered by 
the other programs, this is advanced merely as a con- 
jecture. 

A second control group is available, consisting of the 
26 persons who were offered fellowships but did not 
accept the awards. No significant differences were 
obtained when this group was compared with past fellows 
or with rejected applicants; however, when the obtained 
frequencies and percentages for these persons are com- 
pared with the data in table 1, the percentages for this 
small group fall between those for past fellows and re- 
jected applicants in each criterion category. No conclu- 
sions can be drawn in the absence of statistical evidence. 
Nevertheless, if this trend were corroborated by future 
research when a larger control group is available, it would 
indicate that both the value of the fellowship experience 
(possibly in combination with its prestige) and the effec- 
tiveness of the selection techniques are associated with 
the observed differences between the two major groups. 


2101 Constitution Ave., N.W. 





Drug Addiction.—The many investigations of the past two 
years indicate an upward trend in drug addiction, . . . pre- 
dominantly among the younger members of urban populations. 
. . . Informed sources now are of the opinion that the crest 
of the wave has passed and that increased facilities for vigor- 
ous law enforcement are bringing about a downward trend. 
No one can say with definiteness how many addicts there are 
today in the United States (one conservative estimate is 1 in 
3,000 of our population); but whatever the figure, an estab- 
lished addiction is like a contagious disease and the more our 
attitude toward and handling of addiction approximates our 
attitude toward and handling of recognized contagious diseases 
the better will be our understanding and control of addiction. 
Physicians can do much to foster this attitude and handling 
by keeping themselves thoroughly informed of the character- 
istics and recognition of addictions, including addiction to the 
barbiturates and to the new potent analgesics, all of which 
unfortunately have shown addiction liability and some of which 
already have appeared in illegitimate narcotic traffic. Physicians 
can help, too, by an informed attitude toward the handling 
of an addict and by their constant urging of local facilities 
for the treatment of addiction. Physicians cannot supply drugs 
to addicts simply to maintain their addiction and the advocated 
establishment of government clinics for the purpose has been 
tried and failed. Adequate quarantine and institutional treat- 
ment is the best line of attack and this means not only treat- 
ment during the acute phase of withdrawal but, even more 
importantly, prolonged rehabilitative treatment directed toward 
adjustment of the individual to his environment so that he does 
not have to seek escape again with drugs.—N. B. Eddy, M.D., 
Foreward, Symposium on Drug Addiction, The American 
Journal of Medicine, May, 1953. 





aii 


i 


. emo ee 


it LiL 


—_ steete r™= ret tu 
Wiitsi iit 


esaztrew se 


vei 


* eeetcer 





698 FISH LENS PROTEIN INJECTION—BREININ 





CLINICAL NOTES 








DANGER OF FISH LENS PROTEIN INJECTION 
AS TREATMENT FOR CATARACT 


Goodwin M. Breinin, M.D., New York 


The currently much-publicized use of fish lens protein 
injections as a treatment for cataract ' has aroused great 
interest in the lay public and the medical profession both 
here and abroad. Lens protein from various sources, 
administered orally or by injection, has been used by 
numerous investigators in the therapy of cataract, but 
the arrest or cure of cataracts so treated has never been 
proved.” 

The antigenic properties of lens protein are well 
known, and the occurrence of the clinical entity endoph- 
thalmitis phacoanaphylactica, described by Verhoeff and 
Lemoine in 1922,° although debated for many years, 
has now achieved wide acceptance.* Kirby *” has cited 
the danger of sensitization to lens protein inherent in 
such methods of treatment, and recently Posner * re- 
ported the case of a patient in whom uveitis developed 
after receiving a four months’ course of fish lens protein 
injections for cataract. This subsided after an intra- 
capsular cataract extraction. He warned that in patients 
known to have received such therapy every effort must 
be made to do an intracapsular extraction. 

The following case reports are important because they 
are additional examples of the development of uveitis in 
the course of fish lens protein injections. In the first and 
second patients uveitis developed bilaterally, and in the 
first bilateral secondary glaucoma developed. The first 
case also points up the good result obtained by intra- 
capsular cataract extractions plus corticotropin and 
cortisone therapy. Furthermore, in the first case hyper- 
sensitivity of the patient to her own lens protein was 
shown by skin tests. In the third patient, uveitis imme- 
diately followed an extracapsular extraction. 


REPORT OF CASES 


CasE 1.—A _ 55-year-old white woman became aware of 
failing vision in June, 1952, and was told by an ophthalmolo- 
gist that she had cataracts, the one in the left eye being more 
advanced. In July, 1952, she began a course of fish lens 





From the Department of Ophthalmology, New York University Post- 
Graduate Medical School. 

Case 2 is reported with the permission of Dr. I. S. Edelstein and 
case 3 with the permission of Dr. Wendell L. Hughes. 

1. Shropshire, R.; Ginsberg, J., and Jacobi, M.: Nonsurgical Treat- 
ment of Cataract, Science 116: 276, 1952. 

2. (a) Duke-Elder, W. S.: Text-Book of Ophthalmology, St. Louis, 
C. V. Mosby Company, 1938, vol. 2, 1940, vol. 3. (b) Kirby, D. B.: Surgery 
of Cataract, Philadelphia, J. B. Lippincott Company, 1950. (c) Woods, 
A. C.: Allergy and Immunity in Ophthalmology, Wilmer Ophthalmological 
Institute, Johns Hopkins Hospital and University, Monograph 1, Baltimore, 
Johns Hopkins Press, 1933. 

3. Verhoeff, F. H., and Lemoine, A. N.: Endophthalmitis Phaco- 
anaphylactica, International Congress of Ophthalmology, Washington, 1922, 
p. 234. 

4. Irvine, S. R., and Irvine, A. R., Jr.: Lens-Induced Uveitis and 
Glaucoma: 1. Endophthalmitis Phaco-Anaphylactica, Am. J. Ophth. 35: 
177, 1952; 2. “‘Phacotoxic’ Reaction, ibid. 35:370, 1952; 3. ‘“Phaco- 
genetic Glaucoma’”’: Lens-Induced Glaucoma, Mature or Hypermature 
Cataract, Open Iridocorneal Angle, ibid. 35: 489, 1952. 

5. Posner, A.: (a) Endophthalmitis Phacoanaphylactica Induced by 
Injections of Lens Protein, Notes on Ophthalmology, Eye, Ear, Nose & 
Throat Month. 32: 42, 1953; (b) Complications Following Injection of 
Fish Lens Protein for Cataract, Correspondence, J. A. M. A. 151: 317 
(Jan. 24) 1953. 





J.A.M.A., June 20, 1953 


protein injections, which were given three times a week for 
about four and one-half months, after which this treatment 
was temporarily stopped. Several weeks later, her left eye 
became inflamed and painful. The physician who had givep 
her the injections referred her to an ophthalmologist, who told 
her she had uveitis and glaucoma. He prescribed cortisone 
drops, which the patient used for about one month. Severa| 
weeks before she came to my office, her right eye also became 
inflamed. Vision rapidly decreased, until, two days before her 
visit, she realized it was almost gone. Results of an examina. 
tion made Feb. 28, 1953, were as follows: 
Vision: 
Right eye—counts fingers at one foot 
Left eye—light perception 
Right Eye: 
Conjunctiva—hyperemia and ciliary injection 
Cornea—epithelial edema; folds in the lamina elastica posterior (Des- 
cemet’s membrane); many gray keratic precipitates and pigment 
Particles 
Anterior chamber—deep; minimal aqueous flare; a few floating cells 
Pupil—small, but dilated to 4 mm.; much iris pigment on the lens 
capsule 
Lens—nuclear and cortical cataract, moderately advanced 
Fundus—not seen 
Left Eye: 
Conjunctiva—slight injection 
Cornea—clear 
Anterior chamber—deep; a few cells; flare minimal 
Pupil—small; no synechiae 
Lens—mature cataract, solid white appearance 
Fundus—not seen 


Visual Fields: 
Full to light and hand movements 


Ocular Tension: 
Right eye—38 mm. Hg Schi¢tz 
Left eye—48 mm. Hg Schi¢gtz 


After moderate pupillary dilatation with 10% phenylephrine 
hydrochloride and epinephrine hydrochloride in 1:1,000 dilu- 
tion, the ocular tension remained the same. With 2% pilo- 
carpine hydrochloride, however, the tension of the left eye was 
reduced to 34 mm. Hg. The hourly use of 242% cortisone ace- 
tate drops was prescribed. After two days the tension was 34/34 
mm. Hg, and the patient was hospitalized March 4, 1953. 
Tension in the left eye remained well controlled, but in the 
right eye fluctuated widely. On March 6, a combined intracap- 
sular extraction was done on the left eye. Three 6-0 chromic 
absorbable surgical corneoscleral sutures were placed. On the 
evening before the operation, 75 mg. of corticotropin had been 
given intramuscularly. Cortisone ointment was instilled post- 
operatively at the time of daily wound dressing. On the fourth 
postoperative day, the tension in the right eye was 55 mm., 
and it did not respond to the use of miotics or mydriatics. 
Therefore, a combined intracapsular extraction was performed 
on the right eye. Corticotropin was given intramuscularly 
daily for a week, and cortisone ointment was instilled when 
dressings were changed. Despite the hypertension and uveitis, 
the operative procedures and the postoperative course were 
completely uneventful. The tension was immediately nor- 
malized, and the eyes became white within two weeks. The 
patient was discharged March 22, 1953. Final corrected vision 
in each eye is 20/20. 

Case 2.—A 44-year-old white man has severe myopia and 
complicated cataracts, consisting chiefly of posterior cortical 
rosettes, in each eye. In May, 1952, visual acuity was 20/50 
in each eye. The patient was next seen on Feb. 5, 1953, when 
he complained of pain in the left eye and photophobia in the 
right. A positive aqueous flare and cells were present in both 
eyes. Vision was 20/70 in each eye. The anterior chambers 
were deep. The use of cortisone drops and ointment was pre- 
scribed. On March 6, 1953, the flare and cells were still present 
in the left eye and, to a lesser extent, in the right eye. When 
last seen, April 2, 1953, the patient’s visual acuity was 20/100 
in each eye, and the cataracts had increased in size and density. 
At this point the patient admitted that since October, 1952, he 
had received about 40 injections of fish lens protein. After the 
30th injection, pain and photophobia developed in the left eye. 
The patient attributed this to dental complications, and, after 
a brief lapse, received 10 more injections. Vision had then 
definitely decreased, prompting his visit of February, 1953, 
described above. 
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Case 3.—A 59-year-old white man was first seen Sept. 26, 
1952. He had a cataract in the right eye, consisting of 
moderately advanced, posterior subcapsular and cortical 
opacities, with vision of 20/200. The left eye showed early 
cortical changes, with vision of 20/30. A week previously, the 
patient had begun taking fish lens injections. He received 34 
injections Over a three month period. On Nov. 28, 1952, the 
cataract in the right eye showed complete maturity. The left 
jens showed progressing cortical opacities. The rapidity of 
maturation of cataract in the right eye was striking. In Janu- 
ary, 1953, an extracapsular extraction was performed on the 
right eye. The eye remained congested, and numerous mutton 
fat keratic precipitates appeared. With foreign protein in- 
jections and topical administration of cortisone the uveitis has 
diminished. A secondary membrane is present, and corrected 
vision is 20/30. 

COMMENT 

Shropshire,® in 1937, in a completely undocumented 
article, propounded the value of fish lens protein in the 
treatment of cataract. He quoted Hektoen (no source 
cited) as stating, “an animal sensitized with mammalian 
lens protein gave a positive precipitin reaction with the 
extracts of lenticular protein of all the living organisms 
tested except fish. In animals sensitized with extracts of 
fish lens protein a markedly positive reaction was ob- 
tained with the lenticular protein of all the species of fish 
tested but with no other available type of lenticular pro- 
tein.” This is incorrect, for Hektoen and Schulhof,’ in 
1924, apparently the source cited, actually made the fol- 
lowing statement: “Injecting rabbits with solutions of 
Menhaden lens induces the formation of precipitins for 
the lens of this and other salt water fish. At the same time 
but not nearly in the same concentration, precipitins for 
beef, human, rabbit and swine lens are called forth. 
Serum against beef, human or swine lens also contains 
small amounts of precipitin for Menhaden lens. . . . While 
the fish lens contains antigenic elements of the same kind 
as the mammalian lens, it. also contains antigenic 
elements that are different and specific for fish. As 
the serum against Menhaden reacts with beef and 
swine crystallins and anticrystallin serum may react 
with Menhaden lens, it seems that these crystallins con- 
stitute at least a part of the element common to both fish 
and mammalian lens.” Hence, fish lens may not only 
elicit antibodies for human lens but also may induce 
sensitivity to fish itself, a notoriously allergenic material. 
In addition, according to Burky,* should bacterial con- 
tamination of the lens protein occur or should a focus 
of infection exist in the body, a great increase in antibody 
formation would be expected. 

Human hypersensitivity to lens protein has been ade- 
quately shown to occur.® Tissue specificity, rather than 
species specificity, a characteristic of all lenses studied, 
is based on common protein constituents. Thus, it is to 
be expected that man may be sensitized by fish lens injec- 
tions to all lens protein, including that of his own lens. 

The uveitis and secondary glaucoma that appeared 
during fish lens injections in the patient in case 1 could 
not be adequately controlled by medical measures. Since 
it seemed probable that an induced antigen-antibody 
reaction was occurring through the intact capsule of the 
patient’s lens, removal of the source of antigen, the lens, 
appeared necessary, despite the unpleasant complica- 
lions. The use of corticotropin and cortisone to allay the 
inflammation appeared to be a wise measure. It also con- 
stituted a precaution against severe phacoanaphylaxis 


FISH LENS PROTEIN INJECTION—BREININ 699 


should extracapsular extraction have occurred inadvert- 
ently. There was no delay in healing. The visual result 
is excellent (20/20 in each eye), the eyes are quiet, there 
is no trace of inflammation, and the tension is normal. 
To test the sensitivity hypothesis, the patient’s own lens 
was employed as an antigen, since commercial prepara- 
tions of lens protein are not available. The lens was 
expressed from its capsule and triturated in 2 cc. of 
isotonic sodium chloride solution with 2 drops of dilute 
thimerosal (Merthiolate) added. The resulting solution 
was tested for sterility. Prior to the second cataract 
extraction, an intradermal injection of 0.05 cc. of the 
antigen solution produced a pronounced erythema and 
wheal, appearing within 20 minutes and lasting about 
two hours. A control injection of 0.05 cc. of the sodium 
chloride solution and thimerosal diluent produced a 
slight wheal without erythema. Repetition of the test 
three weeks later gave similar results. The antigen and 
control solutions were similarly administered to 11 pa- 
tients with various ophthalmic conditions (7 with cat- 
aract, 2 with glaucoma, | with retinal detachment, 1 with 
enucleation, and | who had had a plastic operation on the 
lid). None showed more than slight whealing with both 
the antigen and control solutions. 

The occurrence of uveitis during fish lens injections in 
the patient in case 2 makes it the third such case known 
to me. The sequence of events is characteristic. Many 
more instances will doubtless come to light. The reluc- 
tance of the patient to tell all the facts points up the 
importance of obtaining a reliable history, for on this, 
as Posner has noted, may depend the patient’s visual out- 
come. The value of skin testing for lens protein sensi- 
tivity is now evident. Lens antigens may be readily 
prepared from human or animal sources according to 
the method described above or by the method of Verhoeff 
and Lemoine.* 

Case 3 is an illustration of the typical phacoanaphylac- 
tic uveitis produced by the liberation of lens protein in 
the eye of a patient sensitized by the fish lens injections. 
The outcome in this case must be considered fortunate. 
Severer reactions may be anticipated in other patients, 
perhaps with loss of the eye. So far as these cases show, 
fish lens protein was of no therapeutic value; the cataracts 
matured rapidly. Moreover, definite harm was done. 


SUMMARY AND CONCLUSIONS 

Promiscuous use of fish lens protein in the therapy of 
cataract is a dangerous procedure that may induce a 
state of hypersensitivity. This may be manifested in the 
development of uveitis due to an antigen-antibody re- 
action with the patient’s own lens, and secondary glau- 
coma may also occur. Rapid maturation of cataracts has 
occurred during fish lens protein treatment. These com- 
plications necessitate cataract extraction, despite the 
additional hazards. Corticotropin and cortisone are 
valuable adjuncts in the management of such compli- 
cated cataracts. Patients subjected to fish lens therapy 
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are potential victims of endophthalmitis phacoanaphy- 
lactica. The importance of intracapsular cataract extrac- 
tion in such patients should be widely publicized, since 
many will undoubtedly come to surgery. Skin testing for 
sensitivity to lens protein provides valuable diagnostic 
information. 


3 E. 66th St. (21). 


RENAL VEIN THROMBOSIS IN INFANTS 


Hugh Warren, M.D. 
McLemore Birdsong, M.D. 
and 


Robert A. Kelley, M.D., Charlottesville, Va. 


In clinical practice, thrombosis of the renal vein is rare, 
but, when encountered, it requires prompt urologic evalu- 
ation. The diagnosis has been established most frequently 
at operation or autopsy, and it was not until 1942 that 
the first preoperative diagnosis of renal vein thrombosis 
was confirmed at operation by Campbell.’ With the 
modern facilities now available to the urologist, the cor- 
rect diagnosis should be easier to make. Two instances of 
thrombosis of the renal veins are presented here to re- 
emphasize the importance of a correct preoperative 
diagnosis. 

Thrombosis of the renal vein occurring in infancy is 
usually of the primary type; the thrombotic process arises 
in the renal vein or in its intrarenal tributaries. In 1945, 
Abeshouse * reviewed 228 cases of renal vein thrombosis 
and found that 98 of those cases were in children less 
than one year old and, that, of this total, 90 occurred in 
infants during the first two months of life. A secondary 
type, resulting from a direct extension of a thrombosis 
in the vena cava or extrarenal branches of the renal vein, 
occurs more frequently in adults. Since this communica- 
tion reports two cases of renal vein thrombosis in infants, 
our discussion will be limited to the primary type. 

The literature is replete with factors that may cause 
primary thrombosis of the renal vein. Among the main 
predisposing causes suggested are ileocolitis and asso- 
ciated dehydration, sepsis, omphalitis, and focal infec- 
tion. The relationship of these factors to the cases being 
presented will be discussed later. The signs and symptoms 
of renal vein thrombosis are usually flank pain, a palpable 
abdominal mass, hematuria, albuminuria, pyuria, ano- 
rexia, leukocytosis, and fever. Although not present in 
our cases, cylinduria is said to occur, as well as diarrhea, 
constipation, overwhelming sepsis, oliguria, or even an- 
uria. A diagnosis of renal tumor or hydronephrosis is 
compatible with the above-mentioned symptom complex, 
and this, in the past, has probably led to many incorrect 
diagnoses. The possibility of renal vein thrombosis should 
be given full consideration in any distressed infant who 
has a palpable abdominal mass and hematuria. With the 





From the departments of urology and pediatrics, University of Virginia 
Hospital. 

Drs. T. J. Humphries and G. G. Gooch III gave permission for the 
report of case 2. 

1. Campbell, M. F., and Matthews, W. F.: Renal Thrombosis in Infants: 
Report of Two Cases in Male Infants Urologically Examined and Cured by 
Nephrectomy at 13 and 33 Days of Age, J. Pediat. 20: 604, 1942. 

2. Abeshouse, B. S.: Thrombosis and Thrombophlebitis of the Renal 
Veins, Urol. & Cutan. Rev. 49: 661, 1945. 





J.A.M.A., June 20, 1953 


use of intravenous urography and retrograde pyelog. 
raphy, sufficient data in most cases can be obtained ty 
establish a correct diagnosis. 

If clinical evaluation indicates a unilateral thrombosis 
of the renal vein surgical intervention is mandatory. The 
preoperative care consists of general supportive meas. 
ures, such as blood transfusions, correction of electrolyte 
imbalances, and the use of antibiotics if indicated. When 
the prothombin time is abnormally low, the use of vitamin 
K is helpful. The treatment of choice is nephrectomy 
through a lumbar approach. The suggested use of anti- 
coagulant therapy has its disadvantages if an operative 
procedure is contemplated, but, when the clinical findings 
indicate a bilateral renal vein thrombosis, anticoagulant 
therapy becomes of prime importance. 


REPORT OF CASES 


Case 1.—A male infant was born on Sept. 10, 1948. The 
baby was full term and was delivered from a left occiput trans- 
verse position with low forceps. The mother was 30 years old, 
and this was her first pregnancy. There were no complications 
of pregnancy or delivery, although the mother had arrested 
tuberculosis. The first stage of labor lasted six and one-half 
hours; the second stage lasted 58 minutes. At birth the child 
weighed 7 Ib. 11 oz. (3,487 gm.), and the physical examination 
revealed no abnormalities. The postnatal course was satisfactory 
until Sept. 19, 1948, the ninth day of life, when projectile 
vomiting occurred. The next morning the baby again vomited. 
On physical examination at that time the baby was uncom- 
fortable and in some distress. The abdomen was tender and 
moderately distended. On careful palpation, a mass that mea- 
sured approximately 9 by 4 cm. could be felt in the left flank 
in the general area of the left kidney. A specimen of urine was 
obtained that, on examination, revealed innumerable red blood 
cells, 4+ albumin, but no casts or white blood cells. Urine 
studies repeated over the next four days showed a decrease in 
albumin and in red blood cells, but a definite pyuria had devel- 
oped, with 20 to 30 white blood cells per high power field. 
Blood studies on Sept. 20, 1948, showed a hemoglobin level of 
101% (15.5 gm., Haden), red blood cells, 4,660,000, white 
blood cells, 17,400, and blood urea 52 mg. per 100 cc. Clotting 
and bleeding times were normal. Two days after the onset of 
symptoms, intravenous urograms were obtained, but there was 
no visualization of the dye in either the right or the left kidney. 
Three days later, more urograms were made, and no dye 
was seen to come from the left kidney, although some secre- 
tion was evident from the right kidney. Unfortunately, retro- 
grade pyelograms were not obtained. 

On Sept. 27, 1948, one week after the onset of symptoms, 
surgical exploration was undertaken with a preoperative diag- 
nosis of Wilm’s tumor. For this reason a transperitoneal ap- 
proach was chosen. With the patient under general anesthesia, 
a left rectus incision was made from the costal margin to below 
the umbilicus. The surfaces of the peritoneum were found to be 
smooth with no excess fluid present. The small intestines were 
delivered onto a warm laparatomy pad, and the transverse and 
descending colon were exposed. Through the posterior per'- 
toneum, a rather large mass was evident. To gain added ex- 
posure a “T” extension of the rectus incision was made laterally. 
The descending colon was then reflected mesially, and the pos- 
terior peritoneum was incised and dissected from the renal mass. 
No perirenal hemorrhage was noted. The renal mass was dark 
red and strongly suggestive of tumor tissue. The pedicle was 
then doubly clamped and transected and the kidney removed. 
Chromic surgical sutures were employed to secure the pedicle. 
The small intestines were replaced and the incision closed in 
layers with continuous absorbable sutures. During the operation, 
the patient received a blood transfusion. He was returned to the 
ward in good condition. 

The pathology report described a kidney measuring 6 by 
4 by 4 cm. The fecal lobulations were prominent. The mass of 
kidney tissue was soft and deep red. On section, the pelvis was 
found to be filled with old blood. The renal vein contained 4 
large, firm blood clot. The kidney tissue was hemorrhage 
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throughout, and no normal renal tissue was evident. Microscopic 
examination showed, in all portions, considerable destruction or 
renal tissue and marked engorgement with blood. In only a few 
regions of the cortex could any normal renal tissue be found. 
Inflammatory infiltration was evident in the form of poly- 
morphonuclear leukocytes, lymphocytes, and plasma cells. 
Rased on these findings, the diagnosis was extensive thrombosis 
of renal vein and hemorrhagic infarction of the kidney. 

The postoperative course was uncomplicated, and the child 
was discharged on the 38th day in good condition and above 
his birth weight. After his discharge from the hospital, the 
patient did well and was examined at monthly intervals. 
On April 26, 1950, where the patient was 19 months old, 
acute intestinal obstruction developed. Two days later, he was 
brought to the hospital in a moribund state and died eight hours 
later. Autopsy showed extensive fibrous adhesions around the 
old operative site in which the small intestines were involved 
with mechanical obstruction to the ileum. 

Case 2.—This patient was a white male infant born on Sept. 
15, 1951. The child’s mother was a nurse, and her pregnancy 
was considered normal. At the time of labor, the mother’s mem- 
branes were ruptured surgically. Three and one-half hours after 
rupture of the membranes, the infant was delivered with outlet 
forceps while the mother was under saddle block anesthesia. 
The baby voided in the delivery room, but no notation was 
made of the character of the urine. Physical examination carried 
out approximately 12 hours after birth revealed an apparently 
normal, although slightly premature male infant. There was a 
small bruise on his right ear and cheek from the application of 
forceps. His birth weight was 5 lb. 9 oz. (2,524 gm.). A 
notation was made in the nurse’s notes approximately 24 hours 
after delivery stating that the diaper was stained red. Forty-eight 
hours after delivery, the same observation was made twice by 
the nurse, and examination of a voided urine specimen revealed 
innumerable red blood cells. Four days after delivery, the baby 
was circumcised, and, at that time, a palpable mass was noted 
in the right flank. The baby appeared to be toxic, he ate poorly, 
and progressive weight loss was noted. Eight days after delivery, 
oxytetracycline (Terramycin) medication was started, but no 
change was noted in the urinary findings. Ten days after de- 
livery, intravenous urograms were obtained that revealed a 
good concentration of the dye in the left kidney, which was 
considered to be normal. There was no evidence of any excre- 
tion of the dye in the right kidney. There was a large, soft tissue 
shadow occupying a great portion of the right side of the ab- 
domen. The radiological impression was that the left kidney 
was normal and that the right kidney was nonfunctioning. 

On Oct. 1, 1951, 16 days after the baby’s delivery, lumbar 
exploration of the right kidney was carried out. The preoperative 
diagnosis was probable Wilm’s tumor. At operation, an in- 
farcted kidney was found and a right nephrectomy carried out. 
The pathological report described a hemisected kidney meas- 
uring 2.5 by 3.5 by 1 cm. The pelvis was normal in appear- 
ance. The kidney tissue was soft, necrotic, and hemorrhagic. 
Microscopic examination showed extensive necrosis involving all 
areas. Some glomerular structures were preserved, as well as 
some tubular structures. The medium-sized and small vessels 
showed necrosis, and there were many recent small thrombi. A 
diagnosis of extensive necrosis of kidney with many vessels 
thrombosed was made. 

Postoperatively, the urine was normal in appearance, and the 
baby gained weight steadily. Approximately eight months after 
the patient was discharged from the hospital, his local physician 
was contacted. The physician reported that the child was pro- 
gressing normally. The only significant finding on repeated urine 
analysis was an occasional trace of albumin. 


COMMENTS 
In a consideration of the etiology of this condition, the 
high incidence of its occurrence in infants less than 2 


months of age is striking. It usually occurs shortly after 
delivery, as exemplified by the two cases reported here. 
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It seems reasonable to assume that the thrombotic proc- 
ess is gradual rather than instantaneous. It is conceivable 
then that the occlusion of the renal vein manifested by 
signs and symptoms at the age of 2 months could have 
been initiated earlier. In case 2 there is strong evidence to 
indicate that it could have been initiated in utero; in sup- 
port of this contention is the observation of gross hema- 
turia within the first 24 hours of life and an abdominal 
mass palpable on the fourth day. Furthermore, study of 
the histological sections in both of these cases indicates 
that the degenerative changes in case 2 are of greater 
duration than those in case 1. 

It is notable that none of the common causative factors 
described in the literature were present in these two cases. 
This would indicate to us that there are some causative 
factors as yet undescribed. The trauma of birth must be 
considered, but opposed to this possibility is the absence 
of thrombosis of the renal vein following deliberate, tem- 
porary occlusion during renal operations. This is much 
greater than any trauma that might conceivably occur 
during birth. In reviewing our cases, it is equally difficult 
to accept the role of hemoconcentration, associated with 
dehydration, as causing the selective thrombosis of a 
large and active renal vein. For the same reason, any sys- 
temic condition such as sepsis would seem to be equally 
unlikely. A more plausible explanation for this localized 
venous thrombosis is some local predisposing factor in 
the renal vein. Such a factor, aside from trauma, would 
seem to require some intrinsic congenital vascular anom- 
aly; an obstructive lesion could account for a progressive 
thrombosis that becomes evident clinically only when 
the occlusion has become complete. Unfortunately, the 
search for such an anomaly is made doubly difficult by 
the thrombosis per se and the small segment of renal vein 
available for study after nephrectomy. In future cases 
devoid of trauma and constitutional disease, a thorough 
study of venous circulation of the kidney is indicated. 

From our experience in these two cases, the choice of 
surgical approach should be emphasized. The lumbar or 
retroperitoneal approach precludes development of post- 
operative peritoneal adhesions and subsequent compli- 
cations as demonstrated in case 1. Transperitoneal ex- 
posure of the kidney in the very young is unnecessary and 
unwise. 

SUMMARY 

Two cases of renal vein thrombosis in infants are re- 
ported. Full consideration of the signs and symptoms 
together with the urographic findings is of invaluable aid 
in ruling out renal tumors and recognizing this condition 
preoperatively. That renal vein thrombosis usually oc- 
curs in infants within the first two months of life is again 
emphasized. The possibility that thrombosis occurred in 
utero in case 2 is suggested. In these two patients, the ab- 
sence of any of the accepted predisposing conditions 
gives rise to speculation about some additional causative 
factor. The possibility of a congenital vascular anomaly 
of the renal vein leading to occlusion is advanced. The 
lumbar surgical approach is advocated in preference to a 
transperitoneal approach. 
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STAPHYLOCOCCIC ENDOCARDITIS TREATED 
WITH NEOMYCIN 


REPORT OF A CASE 


Charles E. Reed, M.D. 
and 


Eugene A. Wellman, B.S., Corvallis, Ore. 


The problem of staphylococcic endocarditis has re- 
cently been reviewed by Dowling and his associates '; the 
reader is referred to his review for a complete bibli- 
ography. The following case illustrates the value of 
bacteriological control in therapy. To our knowledge this 
is the first report of successful use of neomycin in 
staphylococcic endocarditis, although Kenoyer * reported 
its use in endocarditis resulting from Pseudomonas. 


REPORT OF A CASE 


A 24-year-old white housewife was admitted to the Good 
Samaritan hospital in April, 1952, in a semicomatose state. She 
had been in good health during an uneventful pregnancy until 
two weeks prior to admission, when cough and fever devel- 
oped. She was hospitalized elsewhere and was given penicillin 
and streptomycin. Because the cough, fever, and dyspnea 
rapidly became worse, she was given successively aureomycin, 
chloramphenicol (Chloromycetin), oxytetracycline (Terramycin), 
and p-aminosalicylic acid without improvement. One week after 
the onset of her illness, she delivered a stillborn infant of eight 
months’ gestation. Her course continued downhill and, three 
days before admission to Good Samaritan Hospital, she was 
given digitoxin and cortisone. The day before admission she 
had pleuritic chest pain and hemoptysis for the first time. Her 
history was unremarkable except for a spontaneous abortion 
one year before the present illness. There was no known heart 
disease or rheumatic fever, and there was no history of rheu- 
matic fever in the family. 

Physical examination showed an acutely and critically ill 
young woman who was semicomatose. Her temperature was 
101.2 F rectally. There was no cyanosis, but the skin was 
cafe-au-lait colored. The respirations were grunting, and the 
rate was 32 per minute. Coarse and crepitant rales were present 
throughout both lungs. The heart was enlarged to the left to 
the anterior axillary line in the fifth interspace. There was a 
forceful thrust over the right ventricle. P-2 was accentuated and 
M-!1 was muffled. Loud systolic and diastolic murmurs were 
heard at both apex and base. There was a sinus tachycardia of 
120; blood pressure was 100/60 mm. Hg. The remainder of 
the examination was normal except that the Babinski sign could 
be elicited on the right. No petechiae were seen, the liver and 
spleen were not felt, and the fingers were not clubbed. 

The hemoglobin level was 10.1 gm. per 100 cc.; red blood 
cell count per cubic millimeter was 3,150,000, and white blood 
cell count 14,200, with 85% polymorphonuclear leukocytes, 
1% eosinophils, 13% lymphocytes, and 1% monocytes. The 
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sedimentation rate was 45 mm. in one hour (Westergren). Urin- 
alysis was normal, and the initial blood culture was sterile, 4 
roentgenogram of the chest confirmed the presence of cardiac 
enlargement and showed a bizarre pulmonary infiltration With 
mottled density throughout the left lung field and the lower 
half of the right lung field. An electrocardiogram showed digi- 
talis effect and inverted T waves in V-1, V-2, and V-3 suggest- 
ing acute right ventricular strain. 

The patient was given oxygen, maintained on digitalis, and 
given anticoagulants, but the dyspnea and rales became worse, 
and the anemia increased. Rectal temperatures ranged from 98 
to 101 F. On the fourth hospital day, administration of corti. 
sone was resumed, and transfusions were given; she then im- 
proved slowly. The patient’s chest cleared both to physical and 
roentgenographic examination, and the sedimentation rate re- 
turned to normal, but the low grade fever and leukocytosis 
continued. 

On the presumptive diagnosis of bacterial endocarditis, the 
patient was given 2 million units of penicillin and 1.5 gm. of 
streptomycin daily without any change in her course. Mean- 
while, three successive blood cultures and a bone marrow cul- 
ture had been taken, and three more blood cultures were taken 
during the penicillin and streptomycin therapy. All of these cul- 
tures were positive, yielding a nonpigmented Micrococcus. The 
organism produced acid from glucose, maltose, sucrose, and lac- 
tose but not from mannitol. Hydrogen sulfide was not formed, 
gelatin was liquefied slowly, and ammonia was produced from 
peptone. There was no hemolysis on blood agar and no coagu- 
lase production. From these and other characters, a tentative 
identification of Micrococcus epidermis * (Staphylococcus epi- 
dermis) was made. 

Sensitivity tests by means of disk technique (Dia-Discs) 
demonstrated that the organism was resistant to the following 
antibiotics: penicillin, streptomycin, aureomycin, chloram- 
phenicol, bacitracin, and oxytetracycline and, also, that 
its growth was simulated by these antibiotics. The sulfon- 
amides were likewise incapable of inhibiting growth. Tests by 
means of the tube dilution technique,‘ with penicillin, disclosed 
maximum growth at a concentration of 50 units of penicillin 
per milliliter of solution. It was also found that no synergism 
existed between penicillin and streptomycin. Polymyxin was in- 
effective. Neomycin sulfate assayed by this method demon- 
strated an inhibitory effect at a concentration of 0.1 to 0.2 ug 
per milliliter. 

On the 26th hospital day, therapy with 0.25 gm. of neomycin 
sulfate administered intramuscularly every six hours was started. 
One week later, the amount of neomycin sulfate was reduced 
to 125 mg. every four hours. Blood levels were 0.8 to 1.2 ug 
per milliliter, well above the bacteriostatic level. There was 
prompt clinical response. The patient’s temperature returned to 
normal in 24 hours, and she was subsequently afebrile. Therapy 
with cortisone was discontinued before the administration of 
neomycin was started, and her sedimentation rate remained 
normal. There was no flare-up of the pneumonia. Urinalyses 
performed each day during therapy with neomycin consistently 
showed a trace of albumin and a few hyaline casts after the 
first week, but there was no evidence of progressive kidney im- 
pairment. The blood urea nitrogen was never elevated. Admin- 
istration of the neomycin was continued for five weeks, until 
the patient complained about buzzing in the ears and slight 
decrease of auditory acuity. Her auditory acuity has remained 
impaired, but vestibular signs have not developed. She has re- 
mained well for one year and has resumed her former ac- 
tivity. There is no cardiac failure, but the left ventricle 1s ¢n- 
larged laterally and posteriorally. Auscultation of the heart 
reveals a harsh systolic and a soft blowing diastolic murmur 
at the base. No murmurs are heard at the apex. Many blood 
cultures taken over the four months following hospitalization 
were sterile. The patient is no longer anemic, and her urine !s 
normal except for a trace of albumin. The electrocardiogram 
indicates that the heart is in a vertical position and that there 
is left ventricular hypertrophy. 
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COMMENT 

Although renal and eighth nerve damage are known 
‘0 occur after parenteral administration of neomycin, 
there have been no reports of toxicity in cases in which 
the dose was limited to 1 gm. a day for a period of 7 to 
10 days.’ We elected to continue use of the antibiotic as 
long as possible because of the possibility of a bacterio- 
logical relapse on premature discontinuance of therapy 
and the possibility that the organism might then be 
resistant to neomycin as well as the other antibiotics. The 
occurrence of buzzing in the ears and slight decrease in 
hearing after five weeks of therapy was considered the 
indication to discontinue therapy with the drug. 


SUMMARY 
The case of a 24-year-old pregnant woman with endo- 
carditis complicating active rheumatic carditis and rheu- 
matic pneumonia is reported. The causative organism 
was resistant in vitro to all available antibiotics except 
neomycin. The patient recovered after prolonged ad- 
ministration of neomycin. 
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GLOSSOPHARYNGEAL NEURALGIA WITH 
SYNCOPE AND CONVULSIONS 


P.L. Richburg, M.D. 
and 
C.E. Kern, M.D., McKinney, Texas 


It is our deep conviction that a report of one case, no 
matter how interesting to an isolated group, should not 
be undertaken lightly. It is our opinion, however, that a 
rare syndrome that combines complete disability, un- 
bearable pain, and convulsions, and that is cured by a 
simple neurosurgical procedure constitutes a situation in 
which the report of an isolated case is justifiable. The 
syndrome we would present is readily diagnosed by the 
symptoms and is completely cured by the intracranial 
section of the glossopharyngeal nerve. The symptoms are 
pain in the region of one ear and one side of the throat, 
occurring at brief intervals, of short duration, and accom- 
panied by bradycardia, at times resulting in attacks of 
syncope and convulsions. 

Glossopharyngeal neuralgia has been a recognized 
entity for 30 years, and it is similar to tic douloureux 
except for the location of the pain and the trigger zone. 
It occurs about 1/40th as often as trigeminal neuralgia 
and is sufficiently rare that many experienced neuro- 
surgeons have never seen a case. As pointed out by 
Pastore and Meredith in 1949 * when they reported eight 
cases, this neuralgia is completely cured by intracranial 
section of the ninth nerve. The association of the neu- 
talgia with the carotid sinus syndrome or cardiac arrest 
and convulsions is apparently a very rare condition but 
has been recognized for the last 10 years. Riley and 
associates * in 1942 reported such a case and suggested 
that during these attacks of pain excessive stimuli to the 
carotid sinus reflex pathway was the cause of the syncope 
and cardiac arrest. In 1948 Ray and Stewart * reported 
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a similar case, which was cured by ninth nerve section. 
They suggested that atropine might have abolished the 
cardiac response and therefore the syncope; however, 
they did not test this presumption because the patient was 
in intense pain and demanded immediate relief. 

We wish to present in some detail another example of 
this syndrome, in which we were able to dissociate the 
cardiac response from the pain by the use of atropine, 
suggesting that temporary control of convulsions and 
cerebral manifestations may be achieved until complete 
cure by surgery can be effected. 


REPORT OF A CASE 


A 36-year-old north Texas farmer first came to the hospital 
July 2, 1950. He was in a deplorable condition, and the prin- 
cipal complaint was pain. The pain was an intense, lancinating, 
burning, shock-like sensation occurring at brief intervals and 
lasting only a short while, starting deep within the left ear, and 
spreading to the deep structures of the upper portion of the 
throat on the left side. The attacks of pain were almost always 
brought on when the patient swallowed, particularly if he 
swallowed cold liquids, and they were frequently induced by 
simply clearing the throat or by talking. On at least 12 oc- 
casions the pain had been accompanied by sudden loss of 
consciousness, so sudden that he would fall. He had been told 
that during these short periods of unconsciousness that there 
were jerking movements of the extremities, the eyes would 
roll, and he apparently had great difficulty with breathing. 
Although he had fallen during attacks, he had never been 
incontinent nor had he ever bitten the tongue. After regain- 
ing consciousness he would be perfectly normal except that 
there would be severe sweating and weakness for a short period 
of time. The patient was so certain that swallowing caused the 
pain that for days at a time he would forego eating, to the 
point where he had lost 25 Ib. (11.3 kg.) in the six weeks before 
coming to the hospital. He frequently refused to talk and would 
communicate only by writing. He even refused to swallow saliva 
and would permit it to drool from the side of the mouth into a 
cup. The history indicated that in March, 1949, what was con- 
sidered to be a cold in the left ear developed prior to which 
he had always considered himself to be in good health. After 
this rather obscure cold in the left ear, he had the first attack of 
pain and unconsciousness, during which he fell and sustained 
abrasions to the face and nose. There had been recurrence of 
mild episodes in December, 1949, and in February, 1950, but 
the pain was not accompanied by syncope. The attacks, which 
began about six weeks prior to entering the hospital, had 
steadily increased in severity and frequency to the point where 
at times he might have 20 or 30 attacks during a 24 hour period. 
He consulted several physicians, including an otolaryngologist, 
but without diagnosis or any relief of his symptoms. In an effort 
to obtain relief he had the upper and lower molars on the left 
side extracted without the slightest benefit. 

Physical examination on admission showed a haggard, un- 
shaven, chronically ill, white man in his middle 30’s. He carried 
a tin cup for the purpose of permitting saliva to drool from the 
right side of the mouth. The man talked, on those rare occasions 
when he would talk, in a coarse, weak whisper. There was slight 
weakness of the right internal rectus muscle, known to have 
been present since at least the age of 13, with a slow minor 
nystagmus present on directing the eyes to the right. Complete 
neurological examination was otherwise entirely normal. Except 
for some degree of pyorrhea and evidence of recent extraction 
of the upper and lower molars on the left, the oral cavity and 
pharynx appeared normal. Gag reflex was hyperactive. There 
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were no cardiac abnormalities, and rate and rhythm were 
normal. Repeated tests for carotid sinus hyperactivity were neg- 
ative, and there was no evidence of postural hypotension. Blood 
pressure was 110/70 mm. Hg. The remainder of the physical 
examination was within normal limits. Laboratory studies, in- 
cluding spinal fluid examination, were normal. Roentgenograms 
of the skull, sinuses, mastoid, chest, and esophagus demon- 
strated no abnormality. Minimal osteoarthritic changes were 
noted in the cervical spine films. Electroencephalograms and 
electrocardiograms were within normal limits. 

During the first few days of hospitalization several attacks of 
pain and syncope were observed. On examination of the throat 
in the ear, nose, and throat department it was found that me- 
chanical stimulation in the left tonsillar fossa would produce a 
typical attack of pain, and on the first occasion a brief clonic 
convulsion occurred that lasted about 20 seconds. Several attacks 
were induced before and subsequent to the administration of 
atropine. During the procedure the auscultatory blood pressure 
readings and electrocardiogram were recorded. After mechanical 
stimulation of the trigger zone in the left tonsillar fossa there 
was marked sinus bradycardia to about 15 per minute with 
transient drop in blood pressure from about 120/70 to 40/0 
mm. Hg and even occasionally to unobtainable levels, at which 
time marked facial pallor, brief unconsciousness, and convul- 
sive movements of the extremities would appear. After each 
attack in which consciousness was lost there was prompt re- 
covery, but weakness, sweating, and headache were noted. On 
one occasion nodal rhythm was recorded, with a completely 
blocked ventricular response. The blood pressure dropped to 
80 systolic with some pallor but no unconsciousness on this 
occasion. After intravenous administration of 1.2 mg. (159 grain) 
of atropine another attack of severe pain was unaccompanied 
by cardiac slowing and the blood pressure remained unchanged 
at 130/80 mm. Hg. After a number of induced attacks the 
trigger zone in the left tonsillar fossa became refractory to 
mechanical stimulation, and he experienced only mild twinges 
of pain thereafter during the hospital course. He was given 
belladonna tincture, 20 drops three times a day, and had no 
recurrence of syncopal episodes. He was discharged Aug. 11, 
1950, having gained 20 Ib. (9.1 kg.) during his hospital stay. 

He was readmitted to the hospital Nov. 28, 1950, because of 
severe recurrence of pain, suffering 20 to 30 attacks daily. He 
had not, however, had a syncopal or convulsive episode while 
continuing to take belladonna. He presented the same appear- 
ance as on the first admission, except that he refused to utter 
a sound. He had lost weight and would not eat. He remained in 
bed, had repeated attacks of pain, and drooled constantly into 
tissue papers, which he deposited in wastebaskets at the bedside. 
Physical examination gave the same results as on the previous 
hospital admission. Prior to the administration of atropine, 
convulsive seizures appeared with the attacks of pain. Again 
the effect of atropine in blocking the cardiac slowing was 
demonstrated, although the typical neuralgic pain was unaffec- 
ted. On one occasion an attempt was made to block the glosso- 
pharyngeal and vagus nerve with local injection of procaine, fol- 
lowing which stimulation of the tonsillar fossa had no effect. 
Shortly after the procedure he had a typical spontaneous attack, 
this occurring before an adequate block should have completely 
lost its effect. An electroencephalogram was again obtained, and 
after hyperventilation a typical seizure occurred, associated 
with moderate frontal slowing (frequency: 6 cycles per second). 

The patient was transferred to the neurological service. On 
Dec. 7, 1950, with the patient in the upright cerebellar position, 
the left glossopharyngeal nerve and the upper two filaments of 
the vagus nerve were sectioned through the usual left sub- 
occipital craniotomy. Atropine was administered before the 
nerves were approached. No lesion was observed in the area 
exposed by the operating surgeon, which included for the most 
part the cerebellopontine angle area. Except for some nausea 
and vomiting for four days, the postoperative course was un- 
eventful. He remained free of his presenting symptoms and was 
discharged without medicaments of any type on Dec. 22, 1950. 





4. Ray, B. S., and Stewart, H. J.: Role of Glossopharyngeal Nerve in 
the Carotid Sinus Reflex in Man: Relief of Carotid Sinus Syndrome by 
Intracranial Section of the Glossopharyngeal Nerve, Surgery 23: 411 
(March) 1948. 
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He returned for a follow-up examination Jan. 15, 195). and 
considered himself to be well. There had been no recurrens 
of his previous symptoms. He was employed eight hours a da 
in an aircraft factory and worked an additional eight hours , 
day on his farm. He had noted occasionally that water came oy; 
of his nose if he drank rapidly and that he gagged fairly easily 

Physical examination was within normal limits. Neurological 
examination revealed a mild degree of loss of pain sensation 
over the second and third divisions of the left trigeminal nerye. 
It was thought this might be related to the fact that the trigem. 
inal nerve had been deliberately exposed and examined during 
the surgery. Sensations of taste and smell were normal. The gag 
reflex appeared hyperactive. Stimulation in the area of the lef; 
tonsillar fossa produced no pain, and no vagal effect on the 
heart rate could be demonstrated by electrocardiography during 
such stimulation. Massage of each carotid sinus, separately and 
together, produced no evidence of increased sensitivity. An elec- 
troencephalogram was normal, as were skull and chest films, 


COMMENT 


We have presented a case characterized by pain typical 
of glossopharyngeal neuralgia and accompanied by car- 
diac slowing and periods of unconsciousness frequently 
with convulsions. No demonstrable lesion existed to ex- 
plain this syndrome. The cause of glossopharyngeal 
neuralgia, as well as the cause of the other major neu- 
ralgias, is unknown. 

The autonomic centers in the brain that regulate the 
cardiovascular and respiratory systems receive afferent 
impulses from many points throughout the body; how- 
ever, stimuli arising in the carotid sinuses and aortic arch 
are known to be especially important in regulating blood 
pressure and cardiac rate. It is known that the glosso- 
pharyngeal nerve is an important contributor, together 
with perhaps the vagus, hypoglossal, and cervical sympa- 
thetics, to the carotid sinus. Intracranial section of the 
glossopharyngeal nerve and part of the vagus has been 
recommended for cure of syncope caused by hypersensi- 
tive carotid sinus.* It is our assumption that, during the 
attacks of neuralgic pain, the glossopharyngeal nerve and 
its central pathways, which are presumably the principal 
pathways over which carotid sinus impulses are carried, 
are bombarded with an intense overload of afferent im- 
pulses. These travel to the autonomic centers of the brain 
and find their way to the vagus, which mediates the 
increased “vagal effect” with cardiac slowing and blood 
pressure fall, to the point where cerebral ischemia occurs. 
This results in syncope and convulsions exactly like that 
seen in the carotid sinus syndrome. We have demon- 
strated that atropine will abolish the vagal response even 
though the neuralgic pain is unaffected. Atropine or its 
derivatives can be used, at least temporarily, to preven! 
the syncope and convulsions until complete cure can be 
effected surgically. Topical anesthesia to the trigger zone 
should be effective for brief periods of time in abolishing 
the attacks so that the patient can take nourishment and 
thus avoid severe dehydration and weight loss. It should 
also be possible to control this syndrome for shor! 
intervals by the use of the procaine block of the glosso- 
pharyngeal and vagus nerves on the side involved. 

The permanent cure is easily effected, as demonstrated 
in this case, by intracranial section of the glossopharyn- 
geal nerve and the upper two filaments of the vagus nerve. 
The operation is so simple and safe that we believe It 
should not be withheld from such a suffering patient for 
any undue length of time. 
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JABETIC CRISES TREATED WITH 
CORTICOTROPIN 


REPORT OF A CASE 
Alfred L. Weiner, M.D. 


and 


Harry R. Mendelsohn, M.D., Cincinnati 


The lack of definitive treatment and the consequent dif- 
ficulties that arise in the management of the patient with 
severe crises of tabes dorsalis are well known. At the 
same time, the capricious nature of this syndrome makes 
the evaluation of any therapeutic measure difficult and 
generally unsatisfactory. Because the patient in the case 
report that follows failed to respond to some of the more 
ysual therapies for gastric crises, corticotropin was ad- 
ministered intravenously. The apparent favorable re- 
sponse together with our failure to find any recorded 
reference to such treatment of tabetic crises prompted us 
to report this experience.* 


REPORT OF CASE 


The patient, a white woman, aged 40, first came under 
observation of one of us (H. M.) on Dec. 24, 1947, when she 
was complaining of cramping pain in the upper abdomen and 
persistent vomiting and nausea of four days’ duration. This 
illness did not respond to symptomatic medication, and the 
patient was admitted to the Mercy Hospital on Dec. 27. At 
this time the positive physical findings consisted of moderate 
dehydration, atonic bladder, fixed unequal pupils, hyperactive 
tendon reflexes, and positive Romberg sign. The abdomen 
was soft and no masses or organs were palpable. The gastro- 
intestinal series and flat plate x-ray examinations of the abdo- 
men revealed no abnormalities. The diagnosis of tabes dorsalis 
with gastric crises was made on the basis of the history of the 
present illness and findings, the history of previous antisyphi- 
litic treatment, persistently strongly positive serologic tests 
for syphilis (blood), and spinal fluid studies that showed posi- 
tive Wassermann, Kolmer and Eagle reactions, 4 white blood 
cells per cubic centimeter, and a first zone gold curve reaction. 
The protein content was not determined. 

The patient was treated with Wangensteen irrigation, re- 
peated catheterizations, various sedative, antispasmodic and 
anodyne medicaments, and injections of aqueous penicillin in 
divided doses of 30,000 units every four hours (a total of 9 
million units was administered during this hospitalization). 
The nausea and vomiting persisted unabated until Jan. 2, 
1948, however. The patient also began voiding voluntarily on 
this date and had made a complete recovery by Jan. 13 when 
she was discharged from the hospital. After this she was 
given daily injections of penicillin in oil and beeswax (300,000 
units each) to a total of 10 million units and then weekly or 
semiweekly phenarsone (Aldarsone), oxophenarsine (Maphar- 
sen), or bismuth subsalicylate injections (30 each) were ad- 
ministered. There were no further disturbances, and reexami- 
nation in October, 1948, showed no additional neurological 
findings except that the bladder was functioning normally. The 
Kahn, Kline, and Pangborn reactions were strongly positive 
in a dilution of 1:8 and the spinal fluid showed a strongly 
positive Wassermann reaction, third zone gold curve, 20 mg. 
per 100 cc. of protein and 2 lymphocytes. 

The patient had no further difficulty until” Dec. 10, 1952, 
when she again began to have persistent and severe nausea 
and vomiting together with epigastric pain radiating to the 
anterior part of the chest. These vomiting attacks continued 
despite symptomatic ambulatory treatment. The patient became 
exhausted and dehydrated and was readmitted to the Mercy 
Hospital on Dec. 16, 1952. At this time the abdomen was again 


From the Department of Dermatology and Syphilology of the University 
of Cincinnati (Dr. Leon Goldman, Director) and the Department of Medi- 
cine, Mercy Hospital. 

1. Brown, R. L.: Personal communication to the authors. 
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soft, and no masses or organs could be felt. The significant 
physical signs consisted of severe dehydration, distention of 
the bladder, fixed unequal pupils, and hyperactive tendon re- 
flexes. In view of the previous episode and the absence of other 
apparent causes in explanation of the patient’s symptoms, the 
diagnosis of tabetic crises was again made. She was treated 
by means of sodium chloride and glucose intravenously, with 
and without the addition of vitamin B complex mixtures, and 
received meperidine (Demerol) and sodium phenobarbital 
(Luminal) injections at frequent intervals. The nausea and 
vomiting persisted during the next two days. On Dec. 18, at 
which time the nausea and vomiting had been persistently 
present for eight consecutive days, 10 mg. of corticotropin in 
500 cc. of 5% glucose in normal sodium chloride solution 
were administered. Within four hours the patient was more 
comfortable and, although there was some nausea, the vomit- 
ing had ceased. Ten milligrams of corticotropin in sodium 
chloride and glucose solution were given intravenously on 
Dec. 19 and the dosage was increased to 15 mg. on Dec. 20 
and Dec. 21. There was no vomiting and very little nausea on 
Dec. 19, 20, and 21, and the patient voided a small amount 
of urine for the first time on Dec. 22. Corticotropin therapy 
was discontinued on Dec. 22 and cortisone in a dosage of 100 
mg. daily was given. By Dec. 23 the patient was completely 
comfortable and was voiding normally. There was no pain, 
nausea, or vomiting. The improvement continued, and there 
were no further symptoms. The patient was not discharged 
from the hospital until Dec. 28, although she had for all 
practical purposes fully recovered by Dec. 24. The serologic 
tests of the blood showed a positive reaction with the Venereal 
Disease Research Laboratory test and the spinal fluid Wasser- 
mann reaction was negative, as was the gold curve reaction. 
The spinal fluid contained 10 mg. per 100 cc. of protein and 
three lymphocytes. 


SUMMARY AND CONCLUSIONS 


While one cannot exclude the possibility of spontane- 
ous arrest of the symptoms in patients with tabetic crises, 
it appears most probable that intravenous administration 
of corticotropin was responsible for the rather dramatic 
response in this patient. In the 1947-1948 episode the 
total duration of the attack was some 13 days and seemed 
entirely unaffected by the various treatment measures. 
In the 1952 attack relief was observed on the eighth day 
in a matter of hours after the initial dose of corticotropin. 
Since intravenous administration of glucose alone has 
been known to be followed by relief of crises, it is note- 
worthy that this did not occur until the corticotropin was 
added in this instance. One can only speculate as to the 
mechanism of the apparent beneficial effect of cortico- 
tropin in this patient. On the basis of this limited experi- 
ence, however, we believe that this method of therapy 
should be tried in additional patients with crises and per- 
haps even in other acute manifestations of tabes dorsalis. 


615 Union Central Bldg. (Dr. Weiner). 





Artificial Pneumothorax.—As a major weapon in the treat- 
ment of tuberculosis, pneumothorax has been defeated by the 
deceptive simplicity of its technique, which encouraged its 
employment in unsuitable cases and in unsatisfactory condi- 
tions. . . . Its limitations are clearly understood now, it is 
being practiced with greater care and discrimination than ever 
before; but developments in other fields have provided alterna- 
tives, and it is doubtful if in the future pneumothorax will 
occupy more than a minor place in treatment. It is rapidly 
becoming extinct in areas where surgical facilities are readily 
available. . . . Lack of surgical facilities in certain regions 
will ensure its survival for some time yet, but on a gradually 
diminishing scale.—R. Y. Keers, M.D., Complacency or Con- 
quest?, Edinburgh Medical Journal, March, 1953. 
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METHEMOGLOBINEMIA RESULTING FROM 
THE ABSORPTION OF SODIUM NITRITE 


REPORT OF A CASE 


Capt. Irving H. Rozenfeld (MC), U.S.A.F. 
Oklahoma City 


The occurrence of methemoglobinemia in children as 
a result of the ingestion, absorption, and inhalation of 
a great variety of chemical compounds is well recog- 
nized. The chemicals most commonly reported to be in- 
gested are nitrates and nitrites, although such com- 
pounds as aniline dyes, acetophenetidin, sulfonamides, 
toluene, and others ' have also been implicated. Stevens ” 
has reported a case of methemoglobinemia in infancy 
resulting from the inhalation of nitrobenzene. Methemo- 
globinemia resulting from absorption of aniline com- 
pounds through the skin has frequently been reported 
since Rayner’s * case in 1886. In most of these cases, 
aniline dye used as laundry identification marks in dia- 
pers was the causative agent, but industrial compounds 
such as 2-anilinoethanol can also cause methemoglo- 
binemia.* Following is the report of a case of acute 
methemoglobinemia resulting from the absorption of 
sodium nitrite through a burned area. 


REPORT OF A CASE 


A 3%-year-old white boy was admitted to the hospital on 
March 27, 1952, with first, second, and third degree burns 
involving an estimated 45% to 55% of the body area. On 
initial examination he appeared to be in a semishock state 
with first, second, and third degree burns noted about the chest, 
neck, back, right arm, right thigh, and right leg, and second 
degree burns about the face. The initial blood studies revealed a 
white blood cell count of 18,200 per cubic millimeter, 13.8 gm. 
of hemoglobin per 100 cc., and a hematocrit reading 
of 40 cc. The burns were covered initially with pressure 
petrolatum (Vaseline) dressings. At that time the adminis- 
tration of plasma, blood, and fluids intravenously was started 
through a cut-down in a superficial vein of the leg. The pa- 
tient’s fluid and electrolyte balance was followed closely for 
three days, after which he took adequate fluids and food by 
mouth, although he still required transfusions from time to 
time. 

The dressings were first changed on April 4, 1952, with the 
patient under general anesthesia. Dressings were removed, the 
burns were débrided carefully and cleansed thoroughly with 
benzalkonium (Zephiran) chloride solution (1:1,000), and the 
patient was returned to the ward in good condition. The next 
change of dressing was accomplished on April 11, 1952, again 
with the patient under general anesthesia. The patient’s condi- 
tion on entering surgery was good. The burned areas were again 
débrided and irrigated thoroughly with the benzalkonium 
chloride solution. While the petrolatum pressure dressings were 
being applied, the patient was noted to be cyanotic, but his 
pulse was only moderately elevated from the rate observed at 
the beginning of the procedure. His airway and oxygen supply 
appeared adequate, and respirations were normal. He was 
receiving a blood transfusion at the time the cyanosis occurred. 
Approximately 100 cc. of blood was forced into the vein under 
pressure, and 100% oxygen was given through an endotracheal 
tube, but the patient’s bluish-gray discoloration did not im- 
prove. The cyanosis actually appeared to be somewhat worse 
after the transfusion. 


J.A.M.A., June 20, 1953 


The patient was returned to the ward and placed jp an 
oxygen tent; however, his color continued to be grayish-blye. 
No other abnormal physical findings were noted. A complete 
blood cell count performed at this time revealed 31,000 white 
cells with 69% neutrophils, 28% lymphocytes, and 3% mono. 
cytes. The red blood count was 4,300,000, with 13.1 gm. of 
hemoglobin. A roentgenogram of the chest showed no abnor- 
mality. Inquiries in both surgery and pharmacy departments 
about one and one-half hours after the patient had returned 
from surgery revealed that the benzalkonium chloride (1:1 ,000) 
solution used to irrigate the burns also contained sodium 
nitrite. Approximately 7 grains (0.5 gm.) of sodium nitrite, 
ordinarily used to prevent oxidation of surgical instruments 
had been added inadvertently to 4,000 cc. of the benzalkonium 
chloride solution. A tentative diagnosis of methemoglobinemia 
as a result of the absorption of sodium nitrite through the 
burned area was made. A sample of blood was collected under 
oil and the patient was then given 2 cc. of 1% methylene blue 
intravenously over a three-minute interval. Within 20 minutes 
the patient’s color was normal, and all evidence of cyanosis 
was gone. The blood specimen collected under oil was ex- 
amined spectrophotometrically, and the analysis confirmed the 
diagnosis of methemoglobmemia. 


COMMENT 


This case demonstrated the fact that methemoglo- 
binemia can result from the absorption as well as the 
ingestion of nitrites. It reemphasizes the fact that ab- 
sorption through a burned area is increased and that the 
composition and identity of all medicaments must be 
repeatedly checked. 


From the U. S. Air Force Hospital, Tinker Air Force Base. 

1. MacDonald, W. B.: Methaemoglobinaemia Resulting from Poisoning 
in Children, M. J. Australia 1: 145, 1951. 

2. Stevens, A. N.: Cyanosis in Infants from Nitrobenzene, J. A. M. A. 
90: 116 (Jan. 14) 1928. 

3. Rayner, W.: Cyanosis in Newly Born Children Caused by Aniline 
Marking Ink, Brit. M. J. 1: 294, 1886. 

4. Bass, A. D.; Frost, L. H., and Salter, W. T.: 2-Anilinoethanol— 
Industrial Hazard: Production of Methemoglobinemia, J. A. M. A. 123: 
761 (Nov. 20) 1943. 





Cancer in Children.—Contrary to popular belief, cancer in 
children is primarily a problem for general practitioners and 
pediatricians and only secondarily for surgeons and radiologists. 
After all, the success or failure of the latter’s technical therapy 
depends on an early diagnosis by the family physician. . 

. . . The most important single factor in the early diagnosis 
of cancer is that the physician should be constantly on the 
alert for its occurrence, and that his mind should be so con- 
ditioned to suspecting its presence that he includes it in vir- 
tually every differential diagnosis. The early symptoms of 
childhood cancer are often vague and obscure, and frequently 
are similar to those seen in the usual childhood diseases. It 
is only in the late phases that the commonly described signs 
of anorexia, weight loss, anemia, large palpable masses, ¢tc., 
are seen. To diagnose it early, one must suspect its possibility 
in any child with enlarged lymph nodes which have persisted 
beyond the usual few days when they are due to infection, 
intermittent fever, anorexia, weight loss, vague, persistent 
slowly increasing bone pain in one extremity, even though no 
tumor is palpable, dilatation of one pupil, especially if a white 
or grayish reflex is present, recurrent dizziness, headache, 
vomiting without nausea, unsteadiness of limbs, partial loss of 
vision, sensory changes, lack of sphincter control, bleeding 
from any body orifice, painless masses of any kind in any 
location. In other words, cancers of all types occur in chil- 
dren and no organ can be considered immune. . . .—). H. 
Bufkin, R.N., R.R.L., and W. C. Davison, M.D., Childhood 
Cancer (Tumors, Leukemia, and Hodgkin’s Disease), The Jour 
nal of Pediatrics, May, 1953. 
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SPECIAL ARTICLE 








MR. R. F. SHROPSHIRE’S NONSURGICAL 
TREATMENT OF CATARACT 


The following report was prepared by the Committee on 
Ophthalmology of the Division of Medical Sciences of the 
National Research Council.—Eb. 


On Sept. 12, 1952, there appeared in Science an 
article by R. F. Shropshire, Jacob R. Ginsberg, and 
Mende! Jacobi’ reporting beneficial effects from the 
nonsurgical treatment of cataract with injections of fish 
lens protein. Because of the widespread public interest 
that it aroused and because of the inadequacy of the 
evidence presented, the Council of the American Acad- 
emy of Ophthalmology and Otolaryngology petitioned 
the National Research Council to investigate the authors’ 
claims. An investigation was made by the National Re- 
search Council Committee on Ophthalmology, whose 
findings and recommendations form the basis for this 
report. 


The hypothesis that lens antigens might be useful in 
the treatment of cataract is not new. In 1908 R6mer ” 
reported success in treating cortical cataract with tablets 
of mammalian lens protein. In 1923 Davis,* in this coun- 
try, attempted active immunization with bovine lens 
material. The latter’s favorable reports led to a number 
of other investigations.* These, however, failed to con- 
firm Davis’ findings, and the proposed therapy lapsed 
into obscurity. 

The use of fish lens protein was attempted in 1933 by 
Lewis,’ with whom its present proponent, Mr. R. F. 
Shropshire, was then associated. Again favorable results 
were claimed but the ophthalmologic details presented 
were unconvincing, and the report aroused little interest 
on the part of the profession. 

Mr. Shropshire’s interest, however, continued, and in 
1937 he published two papers ° on the subject. In addi- 
tion to reviewing Lewis’ work, he cited a paper by 





1. Shropshire, R. F.; Ginsberg, J. R., and Jacobi, M.: Nonsurgical 
Treatment of Cataract, Science 116: 276, 1952. 

2. Romer, P.: Spezifische Therapie dés beginnenden Alltersstars, Ber. ii. 
d. Versamml. d. ophth. Gesellsch. 35: 195, 1908. 

3, Davis, A. E.: Lens Antigen (Vaccines) Used to Absorb Cortical 
Matter After Extraction of Cataract, Am J. Ophth. 6: 295, 1923; Serum 
and Lens-Antigen Extract Treatment for Prevention and Cure of Cataract, 
Arch. Ophth. 54: 172 (March) 1925. 

4. Berens, C., and others: Studies in Immunology in Relation to Oph- 
thalmology: Outline of Diagnosis and Biologic Therapy, with Special 
Reference to Lens Antigen in Diagnosis and Treatment and Serum 
Therapy, Atlantic M. J. 30: 547, 1927. Ellis, Z. H.: Non-Operative Treat- 
ment of Cataract with Report on Lens Antigen Treatment, Arch. Ophth. 
57:46 (Jan.) 1928. Kirby, D. B., and Giles, N. W.: Report on Investi- 
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1933. Selinger, E.: Local Quinine Therapy in Trachoma, Arch. Ophth. 
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Madrid, 1933, vol. 1, p. 209. 

6. Shropshire, R. F.: Fish Lens Protein and Cataract: I. Therapeutic 
Value, Arch. Ophth. 17:505 (March) 1937; Fish Lens Protein and 
Cataract: If. Chemical Studies, ibid. 17: 508 (March) 1937. 
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les of Alpha and Beta Crystallins, J. Infect. Dis. 34: 433, 1924. 
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Hektoen and Schulhof * as evidence that the lens proteins 
of fish are immunologically different from those of mam- 
mals. In fact, these authors had specifically stated that 
fish lens contains antigens that interact with mammalian 
lens, in addition to others that are species specific. 
Shropshire also reported chemical differences between 
piscine and mammalian lenses; being able to account for 
only a part of the sulfur content of fish lenses, he postu- 
lated the existence of a previously undescribed sulfur- 
bearing amino acid of therapeutic value. Unfortunately 
his analytical methods were not suitable for the detection 
of either cystine or methionine; the latter alone accounts 
for about half of the sulfur present, and cysteine and cys- 
tine almost completely account for the rest.* 


The chemical argument is extended in the recent paper 
of Shropshire, which reports that differences were found 
between the electrophoretic and ultracentrifugal patterns 
of mammalian and piscine lens proteins. According to 
the detailed report furnished the committee, these studies 
were performed by Dr. Kurt G. Stern with human and 
piscine lenses. Since the patterns of bovine and human 
lens proteins are also very different from one another, 
the observations of Stern do not support Shropshire’s 
claim that fish lens has distinctive qualities of possible 
therapeutic value. In any case no deductions as to anti- 
genic behavior can be made legitimately from physico- 
chemical measurements of the type described. 

The article in Science is chiefly notable for its reports 
of the successful treatment of cataract in rats and humans 
with injections of fish lens protein. On investigation, it 
developed that cataracts had been induced in the rats by 
feeding them galactose. Since such cataracts appear 
superficially to clear when the administration of galac- 
tose is stopped regardless of treatment, these observa- 
tions do not provide convincing evidence in favor of the 
fish lens therapy. 

The most impressive claim was that of improved visual 
acuity in the patients treated by Shropshire’s co-authors, 
Drs. Ginsberg and Jacobi. The article referred to an 
initial group of 14 patients, described in general terms, 
and an additional 12 whose acuities before and after 
treatment were given in a table. In order to provide an 
independent evaluation of these claims, arrangements 
were made to have a subcommittee of the Committee on 
Ophthalmology examine a group of patients selected by 
the proponents of the therapy. Eleven patients were 
examined, all of whom were enthusiastic about the bene- 
fits that they had obtained. The findings were compared 
with those recorded when the treatment was begun. In 
six patients the visual acuity was less than before treat- 
ment, and the cataracts appeared to have progressed 
steadily in the usual fashion. Two others showed little 
or no change. Three showed slight or questionable im- 
provement; two of these had vitreous opacities, and their 
subjective reports clearly supported the conclusion that 
the improvement had been due to shifting of these 
opacities out of the line of vision. In only one patient did 
the data appear to suggest an actual improvement; since, 
however, neither Shropshire nor his collaborators were 
ophthalmologists, their original estimate in this case may 
have been in error. 
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The subjective improvement, in most cases, was in 
near vision; the obvious explanation of this is the de- 
velopment of functional myopia in a progressing cataract. 
Two patients, as mentioned, were pleased because their 
vitreous opacities seldom bothered them, and another 
because his sensitivity to light and multiple vision when 
looking at lights had disappeared. With the possible 
exception of one patient, therefore, there was no evi- 
dence that the normal course of the cataracts had been 
affected by the treatment. 

A later report received by the committee described the 
results of treatment administered independently by an 
ophthalmologist on the staff of a recognized medical 
school, using fish lens protein supplied by Mr. Shropshire. 
The cases were unselected, and included 14 eyes with 
cataracts in 9 patients. No objective change in the 
cataracts could be discovered; in four cases vision as 
measured by the test chart was slightly improved, while 
in two it was worse. Seven patients reported subjective 
improvement, which the physician considered to be 
psychological; one felt that she was worse. 

Further evidence indicates that treatment with foreign 
lens proteins is not merely ineffective but also hazardous 
to the patient. Posner * has recently called attention to 
serious reactions, leading in one case to total blindness, 
in patients sensitized to their own lens protein by injec- 
tions of both beef and fish lens extracts; he warned 
ophthalmologists of the dangers that may arise when 
such patients come to operation. This was corroborated 
by a member of the committee, who referred to the un- 
fortunate postoperative histories of patients treated 
unsuccessfully with beef lens protein. It should further 
be noted that of 12 sample bottles of the fish lens prepara- 
tion furnished to the Ocular Research Unit of the Walter 
Reed Army Hospital by the Cataract Institute, 10 were 
contaminated with pathogenic organisms. 

The committee also inquired into the backgrounds 
and qualifications of the proponents, to determine how 
much credence might be given to their reports. No evi- 
dence was found that Mr. Shropshire had any formal 
scientific training; claims that he was a graduate physi- 
cian and had conducted research in ophthalmological 
chemistry at two universities were not substantiated by 
the institutions concerned. He has, however, tried his 
hand at a variety of scientific undertakings. As noted 
above, he was an assistant to the late Dr. F. Park Lewis, 
an ophthaimologist, about 1933, at which time he pub- 
lished a paper on the eye of the trout. Subsequent activi- 
ties included two appointments as a laboratory technician 
in pathology, from which he was dismissed for lack of 
competence and for unreliability due to drug addiction, 
and brief experience in research in underwater sound. In 
1944 he posed as a pathologist in Florida and, after 
pleading guilty on three counts of forging prescriptions 
for narcotics, was sentenced to serve five years on the 
first count and five on the second, the sentences to run 
consecutively. About one year later he was paroled. This 
parole was revoked in 1948; excessive use of alcoholic 
drinks, suspected use of narcotic drugs, and issuing of 
bad checks were given as the reasons. It was following 
a second parole in 1949 that he engaged, with private 
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sponsorship, in his recent studies on experimental cat. 
aract in the rat. 

In a chance meeting with Shropshire, a New York 
business man, Mr. Saul Gaynes, became interested in 
the financial possibilities of the fish lens preparation, 
Clinical trials were begun by his brother, Dr. Ginsberg. 
a general practitioner, and Dr. Jacobi, an internist, Ep. 
couraged by the early reports, Gaynes and Shropshire 
incorporated the Kortright Industries to manufacture and 
sell the preparation. With three others they also estab. 
lished the Cataract Institute, as a nonprofit corporation 
to conduct research on the pathogenesis and therapy of 
cataract, and Shropshire was given a five year contract 
as consultant. A third physician later joined the group, 
Dr. Jacob Weynert, an orthopedist. For a time patients 
were examined by opticians in the employ of a New York 
optical company. 

In summary, the committee found nothing in the 
theoretical background or in the experimental and clinj- 
cal results of this therapy to recommend it. It did, how- 
ever, find evidence that the treatment might seriously 
interfere with the subsequent surgical removal of the 
cataracts that it had failed to cure. In view of these facts, 
the committee adopted the following statement of its 
conclusions: 

“Because of the total lack of evidence that the lens 
antigen treatment of cataract described by Mr. R. F. 
Shropshire (Science 12 September 1952) has any ef- 
ficacy; because adequate evidence is now available to 
the Committee that it is, in fact, without demonstrable 
efficacy; and because treatments of this type have been 
thoroughly investigated in the past and proved not only 
invalid but potentially dangerous to the patient; this 
Committee does not recommend further investigation 
of this treatment by any agency.” 


9. Posner, A.: Complications Following Injection of Fish Lens Protein 
for Cataract, J. A. M. A. 151:317 (Jan. 24) 1953. 





Laboratory Data and Clinical Judgment.—The question some- 
times arises as to what extent can one substitute laboratory 
data for clinical judgment. Also, to what extent can clinical 
experience concerning the usual course of a disease replace 
laboratory data. It is apparent that, in general, these two 
sources of information must be correlated and integrated with 
one another. It is only through such a combination that one 
can provide the best possible care for the patient. 

. . . The doctor must remember that laboratory data are 
not necessarily correct. It is necessary to be sure that only 
verifiable information shall enter into the reasoning of the 
physician. Abnormal results that may influence diagnosis or 
therapy should be thoroughly established and verified, par- 
ticularly if they seem inconsistent with the rest of the labo- 
ratory data and clinical picture. It is surprising how often 
isolated determinations are used as a basis for diagnosis and 
medication without adequate verification. Not only do analyti- 
cal errors occur, but there are errors in the collection and 
preservation of specimens. For example, chloride, carbon di- 
oxide and pH values may be misleading if the blood is not 
collected correctly. Twenty-four hour urine specimens are very 
frequently unreliable as indicated by wide variations in crea 
tinine excretion on successive days in the same individual. 
Furthermore, a specimen may have been collected at a time 
that was not representative of the patient’s condition.—S. 
Freeman, M.D., Relating Biochemistry to Clinical Judgment, 
The Illinois Medical Journal, May, 1953. 
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The following abstract of recent nomenclature decisions of 
the Council is authorized for publication. 
R. T. Stormont, M.D., Secretary. 


NEW GENERIC AND BRAND NAMES 
RECOGNIZED BY THE COUNCIL 


The Council collaborates with manufacturers in the selec- 
tion of generic and brand names for marketed drug prepara- 
tions presented for acceptance and also for new products still 
under development or clinical trial. The last report on such 
names appeared in THE JOURNAL, March 21, 1953, page 1000. 

The following abstract lists the generic designation, the 
chemical name, where necessary for information, and the 
brand name or names simultaneously recognized for the stated 
firms. In general, a generic name should bear recognizable 
relation to the chemical name and conform as closely as con- 
sistent with brevity and practicality to existing systems of 
scientific nomenclature. The chief requirement for a brand 
name is that it should not be therapeutically suggestive. 

The listing of a brand name is not to be construed as indicat- 
ing Council acceptance of the product itself. Products accepted 
for inclusion in New and Nonofficial Remedies are announced 
separately. 

ANTIHEMOPHILIC PLASMA (HuMAN) for a preparation of human 
plasma designed to preserve the antihemophilic globulin com- 
ponent. 


ARSTHINOL (formerly MERCAPTOARSENOL) for 2-(3'-acetamido- 
4'-hydroxypheny])-1,3-dithia-2-arsacyclopentane-4-methanol: 
Balarsen (Endo Products, Inc.). 


AUROTHIOGLYCANIDE for aurothioglycolanilide: Lauron (Endo 
Products, Inc.). 


CHLOROPROCAINE PENICILLIN O for the chloroprocaine salt of 
penicillin O: Cer-O-Cillin Chloroprocaine (The Upjohn Com- 
pany). 

CHLORQUINALDOL for 5,7-dichloro-8-oxyquinaldine: Sterosan 
(Geigy Pharmaceuticals). 

FUMAGILLIN for the antibiotic produced by certain strains of 
Aspergillus fumigatus: Fumidil (Abbott Laboratories). 


LEVORPHAN TARTRATE for levo-3-hydroxy-N-methylmorphinan 
tartrate: Levo-Dromoran Tartrate (Hoffmann-LaRoche, Inc.) 


NEOMYCIN SULFATE for the antibiotic produced from cultures 
of Streptomyces fradiae. 


PRAMOXINE for Y-morpholinopropyl 4-n-butoxyphenyl ether: 
Tronothane (Abbott Laboratories). 


PRIMOSTRUM for a preparation of primiparous colostrum: Que- 
Test (General Pharmacal Corporation). 


RACEMORPHAN HyYDROBROMIDE (formerly METHORPHINAN Hy- 
DROBROMIDE) for dl-3-hydroxy-N-methylmorphinan hydrobro- 
mide: Dromoran Hydrobromide (Hoffmann-LaRoche, Inc.). 


SOMATOTROPIN for the somatotropic (“growth”) hormone de- 
rived from the anterior pituitary gland. 


STANOLONE for androstan 17(8)-ol-3-one: Neodrol (Foundation 
Laboratories, Inc.-Syntex). 


STILBAMIDINE ISETHIONATE for 4,4’-stilbenedicarboxamidine di- 
(5)-hydroxyethanesulfonate). 


SUCCINYLCHOLINE CHLORIDE for diacetylcholine dichloride: 
Anectine Chloride (Burroughs, Wellcome & Company). 


TOLAZOLINE HYDROCHLORIDE for 2-benzyl-2-imidazoline hydro- 
chloride: Priscoline Hydrochloride (Ciba Pharmaceutical Prod- 
ucts, Inc.). 
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REPORT TO THE COUNCIL 


The Council has authorized publication of the following 
report from the Committee on Pesticides. 


R. T. Stormont, M.D., Secretary. 


The following report is the eleventh in a series of published 
statements by the Committee on Pesticides. Information on 
previous reports may be obtained from the Committee office. 

BERNARD E. CONLEY, Secretary, 
Committee on Pesticides. 


TOXICOLOGY IN MEDICAL CURRICULUM 


Growing recognition of the health problems of pesticides 
and other commonly used chemicals found on the farm and in 
the home has fostered numerous suggestions for informing 
physicians about those products that have obvious or latent 
potentialities for harm. Greater emphasis on the pharmaco- 
logical and toxicologic properties of many of the newer agents 
is being given at medical meetings, in professional journals, 
and, to some extent, in undergraduate and postgraduate in- 
struction. Despite this activity, a tendency exists to dismiss 
medical problems involving nondrug compounds as the concern 
of the rural practitioner or the industrial physician. This 
attitude is both unjustified and unrealistic in view of the wide- 
spread use of pesticidal and other household chemical products. 

Exposure to chemical substances capable of causing injury 
is no longer simply an agricultural or industrial hazard. It 
exists in and around the home—on the pantry shelf and in the 
cellar, utility room, garage, tool shed, or workshop where 
chemical products are employed for the pursuit of a hobby, 
repair of the premises, or for the cleaning, deodorizing, and 
disinfecting of household goods. Many of these products con- 
tain essentially the same chemicals as those encountered in 
agriculture or industry, yet users are often ignorant or neglect- 
ful of the hazards attending their misuse. 


Practicing physicians as well as medical students should be 
informed of the dangers of widely used, nonmedicinal chemi- 
cals, and should be familiar with methods for the prevention 
and treatment of accidental poisoning. The great influx of 
agricultural, industrial, and household chemicals during the 
last decade taxes the capacities of even those with a special 
interest in these compounds to keep abreast of current infor- 
mation. An unprecedented demand has arisen to include addi- 
tional subjects in pharmacology in the medical curriculum. 
Nevertheless, the increase in the number and availability of 
poisonous substances in general use warrants not only the 
interest and attention of all members of the medical com- 
munity but also favorable consideration of every practical 
measure for increasing the medical profession’s knowledge of 
these substances. 

On several occasions the American Medical Association has 
officially taken cognizance of this matter. In November, 1948, 
a Conference on the Health Hazards of Pesticides was called, 
which subsequently led to the formation of the Committee on 
Pesticides. A resolution was adopted by the House of Delegates 
in December, 1951, calling for the accumulation and dis- 
semination of information on potentially poisonous household 
products. In addition, a statement was presented by the Com- 
mittee on Pesticides before the 1953 annual meeting of the 
American Society for Pharmacology and Experimental Thera- 
peutics. urging greater consideration of pesticides and related 
products in the pharmacology programs of medical schools. 
These actions represent informed opinion on the need for 
greater awareness of the health problems of commonly used 
chemicals. 

In the field of pest control compounds, this matter is re- 
ceiving wide attention. The Committee on Pesticides peri- 
odically publishes comprehensive reviews on the pharmacology 
and toxicology of recent agents that have received general 
acceptance. To assist instructors in pharmacology, the Com- 
mittee has prepared outlines of information for short and more 
extensive lectures on pesticides and related materials for use 
in teaching. These, and the articles that the Committee has 
published in THE JOURNAL, are available on request. 
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A MEDICAL FISH STORY 


A report of the Committee on Ophthalmology of the 
National Research Council, Division of Medical Sci- 
ences, on the fish lens protein treatment for cataract 
appears elsewhere in this issue (page 707). As is men- 
tioned in the report, an investigation was made because 
of widespread public interest in what appeared to be an 
escape from necessary surgery in the treatment of 
cataract. Such interest resulted from newspaper stories, 
which, unfortunately, aroused false hopes in many per- 
sons. These stories were based on a report in Science, a 
reputable scientific weekly, in September, 1952. Since 
that time two or three physicians in the New York metro- 
politan area have treated many patients. THE JOURNAL 
has published an earlier warning * of possible untoward 
results of this injection therapy, and the dangers of this 
therapy are again mentioned in a clinical note in this 
issue (page 698). 

The principal author of the Science report is, accord- 
ing to most recent authentic information, in prison in 
Florida, awaiting a hearing on the matter of revocation 
of his parole for alleged violation of the terms thereof. 
Presumably, these alleged infractions did not involve the 
matter of participation in the treatment of persons with 
cataracts with what may well have been contaminated 
fish lens protein material. Such activity would, however, 
appear to be the most serious aspect to be considered, 
from the standpoint of those who received the treatment. 
His medical confréres should consider seriously these 
effects. 
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NUTRITION AND APOENZYMES 


One of the most widely used criteria of nutritive suc. 
cess or failure in experimental nutrition has been the 
change of body weight. Indeed, the entire concept of jp. 
dispensability of a given dietary factor rests largely op 
the maintenance or failure to maintain an increase of 
body weight in young animals or a steady state in adults, 
This change in mass in experimental animals is tacitly 
attributed largely to tissue protein, a concept greatly 
fortified by the demonstration * of the large loss of protein 
from various tissues of the body during relatively brief 
periods of inanition. Later it was shown ® that in a fast 
of seven days not only the body weight decreased but also 
a loss of hepatic protein and a decrease in concentration 
of various enzymes of the liver occurred. Although these 
losses in hepatic enzymes are greater than the loss of 
liver protein, they are related to each other.* 

When liver tissue is homogenized to a cell-free prepa- 
ration, the material can be separated mechanically into 
a nuclear fraction, the large granular fraction or mito- 
chondria, and the residue. An assay of the fractions for 
succinic dehydrogenase, cytochrome oxidase, and adeno- 
sinetriphosphatase shows that these enzymes occur in 
highest concentrations in the mitochondrial fraction.‘ 
Histological examination of liver homogenates shows 
that during inanition the mitochondria may practically 
disappear. It appears, therefore, that in a condition of 
protein starvation both the chemical and the structural 
features of cellular enzyme activity may be affected. 

In recent studies on the effect of dietary protein on 
the activity of the enzyme xanthine oxidase of the liver, 
it was shown that the availability of the amino acids in 
the protein of the ration influences the enzyme.’ The 
xanthine oxidase concentration in this tissue is extremely 
dependent on the presence of methionine ® and, to a 
lesser extent, of tryptophane.’ In all cases studied, reali- 
mentation with adequate quantity and quality of dietary 
protein reestablished the original level of enzyme activity. 

Inasmuch as xanthine oxidase is an enzyme complex, 
a decrease of activity may be due to a deficiency cither 
of the coenzyme part or of the apoenzyme (protein ) part. 
That the diminution of hepatic xanthine oxidase activity 
is due to the lack of the apoenzyme component has been 
strongly suggested by experiments * in which the inactive 
homogenate from the livers of rats on a protein-free diet 
was supplemented with an appropriate coenzyme prep- 
aration without noticeable effect on the activity. Again, 
when diammonium citrate or urea was added to diets con- 
taining the 10 essential amino acids not only the previ- 
ously demonstrated stimulation of body growth was 
observed but the level of hepatic xanthine oxidase activity 
was maintained at the normal level.? The foregoing 
observations indicate that the formation of enzyme com- 
plexes is closely dependent on the adequacy of protein 
nutrition, probably because of the amino acid require- 
ments for the elaboration of the apoenzyme (protein) 
part of the enzyme system. The extreme sensitivity of the 
enzymes that have been studied to the availability of 
dietary amino acids suggests that many cellular enzymes, 
both mitochondrial and cytoplasmic, are far more labile 
than the structural proteins of the cell. Since enzymes 
are the mediators of metabolism, the importance of thes¢ 
effects is obvious. 
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WHOLE LIFE RECORDS 


Medical records are kept for two purposes: to aid in 
the care of the patient at hand and to provide data from 
which new knowledge can be gained, for the benefit of 
future patients. As the goals of medical practice broaden, 
medical records must become more comprehensive. For 
the physician whose sole aim is the treatment of diseased 
persons, a simple record of the course of the disease and 
the therapeutic agents used may be adequate; but, when 
the goal is broadened to include the prevention of dis- 
ease and the cultivation of optimum physical and mental 
health, then more data on the patient and his environment 
must be recorded. The many hereditary, congenital, 
metabolic, traumatic, psychological, climatic, occupa- 
tional, social, and other factors that may contribute to the 
production of health or disease must be investigated and 
recorded so that their medical significance can be deter- 
mined. With knowledge gained in this way it may eventu- 
ally become possible to predict, and perhaps to prevent, 
the occurrence of some of the chronic, degenerative, and 
neoplastic diseases that form such an important part of 
medical practice today. Only through the analysis of large 
numbers of such records, however, will it be possible to 
evaluate adequately the role of many of the factors men- 
tioned. 

The accumulation of large numbers of such compre- 
hensive lifetime medical records from different segments 
of the population is a tremendous task, but it is being 
undertaken in a number of research centers in this coun- 
try. Dr. C. Ward Crampton * has presented to the New 
York County Medical Society a plan that he believes 
would enable all practitioners to accumulate whole life 
records. This plan proposes that all persons be given an 
exhaustive physical and functional examination at six 
points in life: birth, admission to school, puberty, mar- 
riage, climacteric, and old age. At the same time a cumu- 
lative and comprehensive personal and medical history 
should be obtained. These examinations would supple- 
ment but not replace the more limited annual physical 
examination, which usually is used for immediate diag- 
nosis and treatment rather than for long-range research 
and charting of the patient’s future medical course. The 
examination at birth would normally be preceded by pre- 
natal examination of the mother to determine whether 
there were any infectious, toxic, nutritional, or other fac- 
tors that might influence the development of the fetus; a 
complete family history would also be taken at this time. 
The preschool examination would include tests of men- 
lal, physical, and social development, and a record of per- 
sonal adjustment to date. At puberty and the climacteric, 
emphasis would be placed on endocrine and psycholog- 
cal adjustment, and the premarital examination would 
be regarded as a preparental examination as well. The 
geriatric examination, performed at about the patient’s 
65th birthday, would afford an excellent opportunity for 
the physician to detect early deterioration or chronic ill- 
hess and correlate it with factors found in earlier exami- 
nations. At the time of each examination, the patient’s 
entire life record would be reviewed and necessary cor- 
fective or preventive measures instituted. A condensed or 
coded version of the history might be given to the patient 
80 that he could present it to any physician in an emer- 
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gency, or to examiners or counselors at schools, camps, 
and employment or military agencies. Additional data 
and comments might be added by these examiners. At 
the person’s death the comprehensive history could be 
correlated with autopsy findings, when possible, and the 
whole made available to medical statisticians for analysis. 

This program deserves careful study. Whether it could 
be made practical on a large scale, outside of research 
centers, depends on the thoroughness of the original 
planning, the interest and enthusiasm of all participating 
physicians, and the time and facilities available to them 
for the examinations. Unless a carefully prepared stand- 
ard form were used, records prepared by many examiners 
might vary so much in content and detail that they could 
not be compared directly. Without adequate time or 
motivation the examiner might fail to fill out a standard 
form in sufficient detail. Without special laboratory and 
diagnostic facilities and the services of several consult- 
ants, the examiner might not be able to study many im- 
portant antecedents of disease. None of these problems is 
insurmountable, however, and it is probable that a pro- 
gram of this type, if properly executed, would yield rich 
dividends. 


VERRUCA VULGARIS VIRUS 


There is abundant evidence that the common wart 
is caused by a filtrable agent. On the hypothesis that this 
agent may be a virus, Bivins’ of Rutgers University 
attempted its cultivation by inoculation on the chorioal- 
lantoic membranes of chick embryos. He removed a 
wart from his own hand by curettage and ground it to a 
fine powder with sterile sand. This powder was suspended 
in 3 to 4 cc. of nutrient broth and frozen. Twenty-four 
hours later the material was thawed and centrifuged, 
and to 1 cc. of the resuiting supernatant fluid there was 
added 0.2 cc. of 85% sodium chloride containing 10,000 
units of penicillin and 10 mg. of dihydrostreptomycin. 
The resulting mixture was inoculated in 0.2 cc. doses 
on each chorioallantoic membrane of a group of 10-day- 
old embryonated chick eggs. 

Eggs examined on the seventh day after inoculation 
showed lesions at the inoculation site varying from 
sandpaper-like granulations to one or more hard whitish 
“pearls” about ¥% in. (0.32 cm.) in diameter. Subsequent 
passage of the material from these pearls routinely 
showed a production of dense whitish or greenish warts 
varying from 4, to 4, in. (0.16 to 0.48 cm.) in diameter, 
which occasionally coalesced to form a yellowish mass 
resembling necrotic tissue. Since Berkefeld filtrates from 
these warts reproduced similar lesions in 10-day-old 
chick embryos, it seems probable that a virus had been 
cultivated. 
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ORGANIZATION SECTION 


THE ANNUAL MEETING IN NEW YORK 


The 102nd annual meeting of the American Medical Asso- 
ciation passed on into history on June 5, leaving New York 
City, perhaps, a little surprised at the record breaking attend- 
ance and all of the registrants grateful to the great metropolis 
for its hospitality. The attendance at this meeting was the 
largest in the history of the Association and it was no doubt 
the largest medical meeting that this world has ever seen. 
The total registration, including guests and exhibitors, was 
48,980, of whom 17,958 were physicians. One hundred years 
ago when the Association first met in New York City, 
the attendance was 573. The Association met there again in 
1864, again in 1880, at which meeting THE JouRNAL of the 
American Medical Association was authorized, again in 1917, 
and again in 1940, when the number of physicians registered 
was 12,864. At the centennial meeting of the American Medi- 
cal Association in Atlantic City in 1947, 15,667 physicians 
registered, making that meeting the largest one up to that time. 
Despite the heavy registration in New York, with a large 
well-organized staff and IBM machines, registration proceeded 
smoothly and at a faster rate than ever before. The 21 scientific 
sections held their individual meetings at six different hotels 
and at Town Hall in Manhattan, some a considerable dis- 
tance apart, but fortunately on the lower floors of the tall 
buildings. The scientific and technical exhibits were at the 
Grand Central Palace and the House of Delegates’ meetings 
at the Waldorf-Astoria Hotel. Some 400 papers were pre- 
sented before the various sections of the scientific assembly. 
There were 260 scientific exhibits and 370 technical exhibits, 
and medical motion picture and colored television programs 
were presented daily. Many special groups, not officially con- 
nected with the A. M. A., held their meetings preceding or 
immediately following the great event. Among these special 
groups were the American Rheumatism Association, Ameri- 
can Diabetes Association, American Geriatrics Society, Ameri- 
can Academy of Tuberculosis Physicians, American College 
of Chest Physicians, American Society for the Study of Ster- 
ility, American Medical Women’s Association, the Society for 
Vascular Surgery, the Endocrine Society, the Society for 
Investigative Dermatology, and the conference of presidents 
and other officers of state medical associations. Perhaps the 
strongest single impression made on one attending this assembly 
was the vastness of medicine today and the far-reaching influ- 
ence it has on the welfare and the sociological and economical 
aspects of the lives of the people of the United States. 

Elsewhere in THE JOURNAL (page 719) is the first install- 
ment of an abstract of the proceedings of the House of 
Delegates. The remainder of the abstract will appear in 
succeeding issues of THE JOURNAL, whereas the entire pro- 
ceedings will appear in a booklet in the near future and will 
be available on request from the office of the Secretary of 
the American Medical Association. 

Many failed to realize that this meeting was the centennial 
for one held in New York in 1853, following which there 
was a train wreck in which many physicians were injured 
and killed. The accident occurred May 6 at Norwalk, Conn. 
The train ran off a drawbridge into the river. In the New 
York Daily Times is a report of the tragedy and the names 
of physicians are frequently mentioned. How many were 
drowned and how many died of injuries never was deter- 
mined, but a total of several score lost their lives. 

At the 1853 meeting a dinner was provided by the phy- 
sicians of New York City to the American Medical Associ- 
ation at Metropolitan Hall. The bill of fare, a photostatic 
copy of which was supplied to the Editor by Alfred A. Doran 
of New York, offered three soups, four fish, six boiled meats, 
eight roasts, and two cold dishes, including boned turkey 
and boar’s head. Then followed the entrees (a choice of 16), 
game (a choice of 5 including grouse, red heads, broad bills, 


brandt, and squabs), and 10 vegetables, pickles, and olives 
Next the diner could choose from 11 pastries and confec. 
tionery, and then any one of five ices. If still plagued wit, 
an insatiable appetite for more, he could have fruit (seven 
varieties) and finally coffee. 

The program for the 1953 annual meeting appeared in the 
April 11 issue of THE JouRNAL. This at best, however, can 
provide only a hint of the immensity and complexity of 
the meeting, at which nearly 49,000 physicians and guess 
were registered. Scientific papers, exhibits, television shows, 
motion pictures, radio broadcasts, fraternity meetings and 
alumni reunions, and activities of the House of Delegates pro- 
vided a never-ending display of physicians at work and 4 
play. For example, to consider only one phase of the social 
activities, there were more than 40 fraternity and alumni 
association luncheons and dinners. 

The address of the incoming President, Dr. Edward J. 
McCormick, was published in THE JOURNAL, June 6. He was 
inaugurated on June 3, 1953, before the House of Delegates 
and several hundred visitors. At the same time the ceremony 
was transcribed for broadcasting the following evening over 
more than 300 stations of the American Broadcasting Com- 
pany network. Another highlight of the evening was the te- 
cording of the show “Dr. Christian” featuring Jean Hersholt, 
Following the show Jean Hersholt was given a citation for 
his portrayal of the family doctor. Another activity that long 
will be remembered by those in attendance was the music 
provided by the Doctors’ Symphony Orchestra of New York. 


OFFICERS OF THE ASSOCIATION 


Dr. Walter B. Martin of Norfolk, Va., was elected 1954- 
1955 president. Elected as Vice President for 1953-1954 was 
Carl H. Gellenthien of Valmora, N. Mex. Reelected to office 
were James R. Reuling, Bayside, N. Y., Speaker of the House 
of Delegates; E. Vincent Askey, Los Angeles, Vice Speaker 
of the House; George F. Lull, Chicago, Secretary; J. J. Moore, 
Chicago, treasurer; Edwin S. Hamilton, Kankakee, IIl., and 
Gunnar Gundersen, La Crosse, Wis., members of the Board 
of Trustees. To fill the unexpired term of Dr. Martin, Julian 
P. Price, Florence, S. C., was elected. 

Dr. Edward J. McCormick, Toledo, the new President of 
the American Medical Association, announced to the House 
that he had selected Dr. George A. Woodhouse, Pleasant Hill, 
Ohio, to membership on the Judicial Council, the “supreme 
court of medicine” within the American Medical Association. 
Dr. Woodhouse succeeds Dr. J. B. Lukens, Louisville, Ky. 
Members of the Judicial Council are selected by the President 
of the Association. 

The House voted the following to membership on standing 
committees of the American Medical Association: 

For the Council on Scientific Assembly Drs. Henry R. 
Viets, Boston, and Charles H. Pfifer, Chicago, were both 
reelected to terms ending in 1958. 

For the Council on Medical Education and Hospitals Drs. 
Victor Johnson, Rochester, Minn., and L. S. McKittrick, Bos- 
ton, were both reelected for terms to end in 1958. 

On the Council on Medical Service Dr. Louis M. Om, 
Orlando, Fla., was elected to succeed Dr. James Q. Graves, 
Monroe, La., and Dr. Robert B. Homan, El Paso, Texas, was 
elected to succeed Dr. Jesse D. Hamer, Phoenix, Ariz. Their 
terms run until 1958. On the Council on Constitution and 
By-laws Dr. Stanley H. Osborn, Hartford, Conn., was I 
elected. His term will run until 1958. 


ACTIONS OF HOUSE OF DELEGATES 


The House of Delegates took important policy actions of 
veterans’ medical care, medical ethics, osteopathy, intern train- 
ing and on subjects ranging from medical education to public 
relations. Giving unanimous approval to a recommendation 
from its Reference Committee on Insurance and Medical 
Service, submitted as a substitute for eight different resolu- 
tions concerning the treatment of non-service-connected dis 
bilities by the Veterans Administration, the House adopted the 
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policy that such treatment should be discontinued except in 
cases involving tuberculosis or psychiatric or neurological 
disorders. 

In taking this action the House reaffirmed and adopted the 
following recommendation originally presented at the Denver 
meeting last December by the Special Committee on Federal 
Medical Services: 

“Your Committee recommends with respect to the pro- 
vision of medical care and hospitalization benefits for veterans 
in Veterans Administration and other federal hospitals that 
new legislation be enacted limiting such care to the following 
two categories: 

“(a) Veterans with peacetime or wartime service whose 
disabilities or diseases are service-incurred or aggravated, and 

“(b) Within the limits of existing facilities to veterans with 
wartme service suffering from tuberculosis or psychiatric or 
neurological disorders of non-service connected origin, who 
are unable to defray the expenses of necessary hospitalization. 

“Your Committee recommends that the provision of medi- 
cal care and hospitalization in Veterans Administration hos- 
pitals for the remaining groups of veterans with non-service 
connected disabilities be discontinued and that the responsi- 
bility for the care of such veterans revert to the individual 
and the community, where it rightfully belongs.” 

The reference committee report adoptcd by the House ex- 
pressed complete accord with the present program of hospital 
and medical care for veterans with service-connected disa- 
bilities, and also included this statement: 

“It is the belief of your committee that the medical profes- 
sion must concern itself, not with the numbers of ‘chiselers’ in 
Veterans Administration hospitals nor with the efficacy of the 
Veterans Administration in the administration of enabling 
legislation, but rather with the broad question of whether 
such legislation is sound, whether the federal government 
should continue to engage in a gigantic medical care program 
in competition with private medical institutions and whether 
the ever-increasing cost of such a program is a proper burden 
to impose on the taxpayers of the country. A consideration 
of this problem must of course be predicated upon a concern 
for the health of the entire population and not just a particular 
segment.” 

Eleven resolutions dealing with publicity regarding unethi- 
cal conduct of physicians were brought before the House as 
a result of recent newspaper and magazine articles reporting 
statements attributed to an official spokesman of an allied 
medical organization. The House adopted a committee report 
which recommended no action on the 11 resolutions but 
which reaffirmed the supremacy of the A. M. A. code of 
ethics and urged that the Judicial Council study suggested 
revisions concerning methods of billing. 

“The Principles of Medical Ethics as formulated, interpreted 
and applied by the American Medical Association must be con- 
sidered the only fundamental and controlling application of 
ethics for the entire profession,” the reference committee re- 
port said. “Any statement relating to ethical matters by other 
organizations within the general profession of medicine ad- 
vances views of only a particular group and is without official 
sanction of the entire profession as represented by the Ameri- 
can Medical Association.” 

Condemning generalized statements regarding the ethics of 
physicians, the report went on to say: 

“Your reference committee believes that the harm done to 
the public and to the profession by the current articles which 
lower the confidence patients have in their doctors cannot be 
objectively evaluated. This highlights the fact that, when indi- 
viduals or groups without official status in the American 
Medical Association utter or publish ill-considered statements, 
the result too often is that the confidence of the public in the 
medical profession is placed in jeopardy. 

“The reference committee believes that the members of the 
House of Delegates have demonstrated their devotion over 
the years to the principles of American democracy. This devo- 
tion includes the right of free speech. With this, the Committee 
agrees unqualifiedly. 

“Broad generalizations, ill-advised and poorly prepared state- 
ments that often fail to convey the intended meaning are most 
Unfortunate and are to be deplored. Destructive critical com- 
ments serve no useful purpose. Your committee has the utmost 
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confidence that the great majority of our members are entirely 
capable of avoiding these pitfalls without additional advice 
from this committee.” 

The report also urged that the American Medical Association 
continue to inform its members and the public of its stand 
on matters pertaining to abuses and evils in the practice of 
medicine. 

The most controversial issue brought before the House at 
the New York meeting proved to be the question of immediate 
or deferred action on the report of the Committee for the 
Study of Relations Between Osteopathy and Medicine. The 
House, after two hours of vigorous, spirited debate, adopted the 
majority report of the Reference Committee on Miscellaneous 
Business, thereby postponing action until the June, 1954, meet- 
ing and allowing further study by the delegates and the state 
associations. The recommendations of the Committee for the 
Study of Relations Between Osteopathy and Medicine were as 
follows: 

“1. That the House of Delegates declare that so little of the 
Original concept of osteopathy remains that it does not classify 
medicine as currently taught in schools of osteopathy as the 
teaching of ‘cultist’ healing. 

“2. That the House of Delegates state that pursuant to the 
objectives and responsibilities of the American Medical Asso- 
ciation, which are to improve the health and medical care of 
the American people, it is the policy of the Association to 
encourage improvement in the undergraduate and postgraduate 
education of doctors of osteopathy. 

“3. That the House of Delegates declare that the relation- 
ship of doctors of medicine to doctors of osteopathy is a matter 
for determination by the state medical associations of the 
several states and that the state associations be requested to 
accept this responsibility. 

“4. That the Committee for the Study of Relations Between 
Osteopathy and Medicine or a similar committee be established 
as a continuing body.” 

A minority report of the reference committee urged approval 
and adoption of those recommendations at the New York 
meeting. The majority report, which ultimately was adopted, 
included the following recommendations by the Board of 
Trustees: 

“Because of the length of the report and the controversial 
nature of the subject, the Board feels that the House should 
have adequate time for its study and that the state associations 
should have opportunity to express their opinions. 

“Therefore, it is recommended that the Committee be con- 
tinued but that action on the report be deferred until the June, 
1954, session. It is suggested that at that time the House be 
prepared to answer the following questions: 

“1. Should modern osteopathy be classified as ‘cultist’ 
healing? 

“2. Since the objectives of the American Medical Associa- 
tion include improvement in undergraduate and postgraduate 
education, should doctors of medicine teach in osteopathic 
schools? 

“3. Should the relationship of doctors of medicine to doctors 
of osteopathy be a matter for determination by the several 
state associations?” 

Five resolutions came before the House with regard to the 
Essentials of an Approved Internship, which were adopted at 
the December, 1952, meeting. The Reference Committee on 
Medical Education and Hospitals recommended a substitute 
resolution that was adopted by the House after considerable 
discussion. The action abolishes the rule whereby approval 
may be withdrawn from an internship program that for two 
consecutive years fails to obtain at least two-thirds of its slated 
complement of interns. The resolution also calls for further 
study of the essentials by a committee appointed by the Speaker 
of the House, at least half of whom are physicians in pri- 
vate practice not connected with medical schools or affiliated 
hospitals. 

Among the many other actions taken, the House reaffirmed 
its endorsement of the principles embodied in Senate Joint 
Resolution No. 1 concerning international treaties or agree- 
ments which interfere with domestic laws or rights, and it ap- 
proved a resolution deploring a derogatory article about the 
American Medical Association that appeared recently in the 
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Home Life Magazine. The latter resolution was referred to 
the Board of Trustees for implementation. 

Other reports considered by the House included those sub- 
mitted by the Council on Medical Education and Hospitals 
and the Committee on Blood. With more than four score reso- 
lutions to study, the House heard recommendations on subjects 
ranging from nursing problems to the financial support of 
medical education, from the status of oral (dental) surgeons 
to the training of medical record technicians, from gamma 
globulin to narcotic prescriptions, from the advertising of medi- 
cal products to the portrayal of physicians in television and 
radio advertising, from professional liability insurance to the 
medical care of veterans and of their dependents, and from 
social security programs to the selection of interns. 

Without question all physicians and visitors to the 1953 
annual meeting of the American Medical Association can look 
back with pleasure on the weather, the hospitality of the 
New Yorkers, the activities at the scientific and technical meet- 
ings, and the diligence of the House of Delegates. Perhaps 
that is why so many already are planning on attending the 
midyear meeting that will be held in St. Louis, Dec. 1-4, 1953. 


SCIENTIFIC EXHIBITS 


The 260 scientific exhibits on the fourth floor of the Grand 
Central Palace were reached with the aid of a slow and 
crowded elevator, while many of the younger physicians took 
to the stairway. Of all of the various meeting places the Grand 
Central Palace was most heavily attended. The exhibits at- 
tracted thousands of physicians who were eager to learn of 
medical advances. Their intense interest was obvious, as was 
the enthusiasm of the exhibitors who stood hour after hour 
answering questions and explaining techniques, charts, graphs, 
and colored illustrations. More than a thousand physicians and 
scientists voluntarily gave their time and energy to demonstrate 
these exhibits for the benefit of their colleagues. The main 
emphasis was placed on aspects of medicine of particular 
interest to the general practitioner. Of special interest was an 
exhibit based on a survey of 400 general practitioners which 
showed the instruments and drugs deemed most essential for 
a doctor’s bag to enable him to handle almost any emergency. 
Among the most popular demonstrations was the special exhibit 
on fractures which the Association has conducted annually for 
the last 27 years. This exhibit has become more popular in 
recent years, no doubt, because of the more numerous frac- 
tures caused by traffic, industrial, and home accidents. Several 
experts simultaneously demonstrated how to reduce, splint, and 
apply casts to different kinds of fractures. Another popular 
exhibit was the mechanical heart, which has already been used 
clinically to bypass the right or left side of the heart, thus 
freeing it of excessive blood while the surgeon operates within 
the heart. The recent progress in heart surgery was demon- 
strated in several exhibits and was further highlighted by the 
award of the Distinguished Service Medal of the American 
Medical Association this year to Dr. Alfred Blalock of Balti- 
more, one of the pioneers in intracardiac surgery. What can 
be done to restore heart action in temporary stoppage during 
surgical operations was demonstrated manually. A popular 
exhibit was the demonstration by the Council on Physical 
Medicine and Rehabilitation, in cooperation with the American 
National Red Cross, of the new method of artificial respiration 
reported on Dec. 3, 1951, in THE JoURNAL. Some 27 scientific 
exhibits on various aspects of the cancer problem were pre- 
sented by research groups, leading clinics, and specialists from 
all parts of the United States. The special exhibit on fresh 
pathology was of great interest, showing lesions in various 
organs which had just been removed at operations in the city 
and furnished by the New York Pathological Society, whose 
demonstrators pointed out and discussed the lesions. Of special 
interest was the exhibit of the section on dermatology by 
Pomerat, Lefeber, and Smith of the University of Texas Medi- 
cal Branch at Galveston, which among other things showed 
the chromosomes in malignant cells. In his paper read on 
Monday in the General Scientific Meeting at the Commodore 
Hotel, Dr. Pomerat threw on the screen a specimen contain- 
ing chromosome y which enabled the surgeon to decide what 
kind of operation to perform in a case of hermaphroditism. 
Dr. Pomerat believed this was the first instance of this kind. 
Each of the sections of the scientific assembly had exhibits 
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dealing with their particular specialty and in addition there 
were exhibits by small groups and individuals. A committee of 
the Council on Scientific Assembly awarded a gold medal to 
Dr. Oscar V. Batson of the University of Pennsylvania for his 
exhibit on “The Anatomy of Veins.” The second gold medal, 
the Billings Medal, awarded for excellence of correlated facts 
and presentation, went to Drs. J. Scott Butterworth, Charles 4. 
Poindexter, and C. E. Peterson of the New York University 
Postgraduate Medical School and the American Heart Asso. 
ciation for an exhibit on the cardiac silhouette. The award of 
other medals, certificates of merit, and honorable mention wi] 
be reported in a special section of THE JOURNAL next week 
or the following week. The Council on Scientific Assembly 
deserves praise for another excellent program of scientific 
exhibits. 
TECHNICAL EXHIBITS 

On the first three floors of the Grand Central Palace were 
nicely arranged 370 technical exhibits to which were assigned 
some 2,000 persons to answer questions about drugs, surgical 
and diagnostic instruments, medical books, appliances, and 
many other products. Here the doctor could peruse as many 
as he liked of hundreds of new medical books and decide 
which, if any, he desired to purchase. The same was true of 
hundreds of surgical instruments on display. Among the pre- 
cision instruments was the Blaisdell Operative Proctoscope for 
polyp surgery, an instrument small enough in diameter to pre- 
clude injury and large enough to allow the use of auxiliary 
instruments and which provided an easier method of delivering 
a polyp into the surgeon’s grasp. The improved Leitz Capillary 
Microscope makes simple the study of arteriolar changes and 
more easily seen the variations in capillary structure in the 
nail bed and the conjunctiva. Among the new aids for the 
orthopedist was Zimmer’s Gable-McKinney lightweight walker, 
which has a stair-climbing feature, an added convenience of 
self support and provision for sitting down to rest. Shown was 
Baird Associates’ Flame Photometer, said to be the first means 
devised for the instantaneous measurement of electrolytes in 
blood and body fluids. There was a new Zeiss Colposcope for 
exploring the surface of the vagina to aid in diagnosing early 
stages of carcinomatous epithelium. The Haemoscope exhibited 
permits a red blood cell count in a fraction of the time 
required by the usual method. This automatic photronically 
operated instrument achieves a blood count in about 10 seconds 
after dilution. The technical exhibits were in fact a “medical 
merchandise mart” where doctors saw a great concentration of 
new items, from which they could select any that might aid 
them in their daily work. 


GENERAL SCIENTIFIC AND SECTION MEETINGS 

The general scientific meetings were held all day Monday 
and Friday forenoon in the Grand Ballroom of the Hotel 
Commodore, where recognized authorities presented résumés 
on such topics as treatment of Hodgkin’s disease and the 
lymphosarcomas, treatment of advanced mammary cancer, 
atomic medicine for tomorrow’s patients, treatment of the pre- 
mature infant, treatment for the gastric and duodenal ulcer 
patient, pregnancy, lactation, growth and aging as special stress 
factors on nutritional processes, medical management of hyper- 
tension, adrenal insufficiency in patients who have taken corti- 
sone prior to surgery, and tissue cultures in the service of 
clinical medicine. It was here that Dr. Pomerat showed 
chromosome y in a slide of a surgically removed specimen. 
Dr. Ovid O. Meyer of the University of Wisconsin in his dis- 
cussion considered x-ray therapy still the most effective treat- 
ment in Hodgkin’s disease. 

The 21 sections of the scientific assembly each held sepa- 
rate meetings, usually in the ballrooms of the different hotels, 
although at times some two or three sections came together 
for a joint meeting. The Section on Pediatrics on Thursday 
afternoon held a joint meeting on poliomyelitis with the Sec- 
tion on Physical Medicine and Rehabilitation and the Section 
on Preventive and Industrial Medicine and Public Health. 
The speakers discussed differential diagnosis, epidemiological 
aspects of the uses of gamma globulin, future possibilities of 
vaccine for the control of poliomyelitis, treatment of the acute 
phase, and methods of preventing deformity and restoring effec- 
tive muscle activity. 
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Te pefore the section meetings some 400 papers on clinical within the child-bearing age. Among the inalienable rights of 
of and experimental studies, reports of surveys, reports of new the epileptic that are being curtailed by law or by public 
to drugs and techniques were presented. While only a few of them prejudice are the right to learn, to work, and to marry and 
ris can be mentioned briefly here, most of them will appear later bear children. They added that while some epileptics should 
al, in detail in THE JOURNAL. In the Section on General and not marry, others whose good genetic qualities more than out- 
“ts Abdominal Surgery meeting at Town Hall, Dr. Edgar J. Poth weigh the bad quality of epilepsy should marry and bear 


children. The worst social problem that concerns the epileptic 


A of Galveston, Texas, presented an evaluation of antibiotics and 
is the discrimination against him in employment. Epileptics, 


wifonamide drugs as intestinal disinfectants in the preopera- 


0- tive treatment of surgical conditions of the large intestine. He they said, are not necessarily mentally below average. In a 
of reported that mortality had thus been reduced about 60% study of 600 patients, the average score of those of adolescent 
ill juring the last decade. Such drugs kill bacteria so that during age or below was 103.7 and for the older patients 108.1 (100 
ok operations On the bowel, bacteria do not escape into the ab- being the normal average). 


jominal cavity and cause peritonitis. Intestinal antisepsis, he 


In the Section on Anesthesiology at the Waldorf-Astoria 


fic aid, has been developed to the point where it no longer 
increases the period of hospitalization and does not delay defin- 
iive surgical treatment. He pointed out that the use of intes- 
tinal antiseptics has reduced the number of operations necessary 


Hotel, Dr. Harry W. Bowman of Bethlehem, Pa., presented 
an evaluation of dextran as a plasma volume expander based 
on a study of more than 500 infusions of dextran given to 
various types of surgical patients. This study indicated that 


re ° ° . ‘ ae : 
-d in large bowel surgery as well as the period of convalescence in dextran was extremely valuable in maintaining and saving the 
al the hospital. In his experience a combination of neomycin and lives of such patients until whole blood could be administered. 

wifathalidine had proved to be the most satisfactory. While there is as yet no substitute for whole blood, the author 


y In the Section on Gastroenterology and Proctology, Drs. 

Harry E. Bacon and Howard D. Trimpi of Philadelphia re- 
ported on 302 patients with chronic ulcerative colitis, of whom 
67 underwent a total of 129 operations, with 5 deaths, 4 deaths 
occurring previous to 1946 following emergency ileostomies on 
moribund patients. In the last five years, however, it has been 
necessary, he said, to perform emergency ileostomies on only 
two patients, as all of the others came to surgery in time for 
whole blood transfusions and antibiotic and electrolyte admin- 
d stration prior to operation. Such preoperative preparation was 
done in cooperation with an internist in all cases and often 
with the opinions also of the gastroenterologist and the psy- 


reported that dextran is one of the most satisfactory volume 
expanders available and should be used in preference to ordi- 
nary fluids or plasma, when plasma volume increase is indi- 
cated before, during, or after surgery. Dextran has proved of 
definite value also, he said, in the treatment of total suppression 
of urinary secretion by the kidney. Combinations of dextran 
and modified human globin were said to be of definite clinical 
value in the treatment of emaciated persons, in emergency 
fluid therapy of burns, and in promoting wound healing post- 
operatively. Dextran, it was said, would be of extreme value 
in case of a major catastrophe or in warfare. It can be stored 
at any temperature except freezing and is immediately avail- 


chiatrist. With such cooperation, it has been possible to per- 
form ileostomy and colectomy in one stage in the majority 


able in the liquid state for intravenous administration. 


Plasma volume expanders were reported on also in the 


of patients. No deaths occurred in this latter group. Of 34 Section on Military Medicine by Capt. John Howard of the 
js patients undergoing complete removal of the colon and using Surgical Research Team in Korea and Lieut. Col. William 
n an artificial opening through the abdominal wall, 85.3%, Dr. Crosby of the Department of Hematology, Army Medical 
: Bacon reported, were completely rehabilitated. Service Graduate School, Washington, D. C. The surgical re- 
Before the same section Drs. C, Wilmer Wirts, Martin E. search team in Korea has been engaged in a study of reactions 
1 Rehfuss, and Herbert A. Yantes of Philadelphia reported: that to wounding and the response to resuscitation of the severely 
‘ corticotropin is an effective adjunct in the treatment of ulcera- wounded. This team worked in a field laboratory attached to 
tive colitis. They gave this drug to 40 patients who were a surgical hospital where casualties were received on an aver- 
‘ followed up from one to two and a half years. None of these age of three and a half hours after being wounded. They 
I patients had surgical treatment and all but one have returned found that many seriously wounded persons can be resusci- 
f to their occupations. They had no serious reactions to the use tated if plasma expanders and whole blood are administered 
i of corticotropin, probably because of the small doses given in the ratio of one to one, a method that “stretches” a limited 


and the short period of administration, which rarely exceeded 

three weeks. They do not consider this drug a cure as about 

half of the patients treated had a recurrence. Early relapse, 
however, is amenable to re-treatment with corticotropin. During 
| the acute stage the patients received in addition to cortico- 
) 


supply of whole blood. This team believes that the various 
plasma expanders now available leave much to be desired, but 
that dextran and modified gelatin promise to be useful when 
unlimited blood is not available. Plasma expanders can be used 
as the sole supporting agent during evacuation of casualties 
from the battle field or during surgical operations on casual- 
ties with a blood volume deficit not greater than 1,000 to 
1,500 cc. In wounds of greater severity, the use of blood and 
plasma expanders in a ratio of one to one was useful. Other 
observations reported by Howard and Crosby was that a person 
can lose about 25% of his blood volume (about 1,200 cc.) 
before his blood pressure falls. A loss of 40% of the blood 
volume (about 2,000 cc.) is associated with marked decrease 
in blood pressure. With a loss of 10 to 20% of the blood 
volume, the autonomic nervous system causes vasoconstriction 
and increased heart rate so that normal blood pressure is 
maintained. Thus while the patient has lost blood he has com- 
pensated for the loss; however, it is of the greatest importance 
that the surgeon recognize this state and replace the blood 
volume deficit before any other therapy is undertaken. Anes- 
thesia, for example, converts this compensated state into one 
of profound shock. Simply to move such patients has a bad 
effect on blood pressure, especially if the posture of the patient 
also is changed. They observed time and again that if casual- 
ties were transferred on a litter from the receiving ward to 
the x-ray machine, 20 ft. away, a drop in blood pressure was 
noted. Two such patients died suddenly and autopsy failed to 
demonstrate any cause of death. This sensitivity to movement 
emphasizes the need of adequate replacement of lost blood 
even in patients whose blood pressure appears to be stabilized. 
They said that to the old adage “splint them where they lie” 
we should add “transfuse them where they lie.” 


opin such supportive measures as would ordinarily be given 
in medical management. 
: In the Section on General Practice at the Hotel Biltmore, 
‘ Drs. Evelypne G. Knouf and Albert G. Bower of Pasadena, 
- California, presented a study of 2,967 patients with measles 
admitted to the Los Angeles County Hospital over a period of 
ld years. A total of 215 of these cases were complicated by 
encephalitis and in 50 of these a series of typhoid vaccine 
injections by vein or muscle were given over a period varying 
fom two weeks to four months. In all of the 50 patients on 
whom treatment was carried out as recommended, there was 
‘return to the clinical normal. The authors said, “so spec- 
lacular has been a return to normal in the severe ‘vegetative’ 
tases that we must revise our thinking about the brain being 
Pimanently destroyed. No patient with encephalitis is con- 
sidered hopeless, regardless of involvement, until typhoid vac- 
tine has been given a fair trial.” 
in the Section on Nervous and Mental Diseases, Drs. 
William G. Lennox and Charles H. Markham of Boston called 
for the elimination of discriminating laws and attitudes against 
tpileptics which, they said, are the heritage of many centuries 
When there was no treatment for this disease. Thanks to the 
tkctroencephalograph and to modern drug and surgical ther- 
‘Py, public prejudices are fading. However, in four states 
tpilepsy, like syphilis and smallpox, is reportable to health 
dficers. Seventeen states prohibit the marriage of epileptics 
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In the same Section, Brig. Gen. M. S. White of the Tactical 
Air Command and Major Robert W. Merkle said that the 
helicopter, which has been so useful in Korea in evacuating 
patients from the front to surgical hospitals, can be equally 
important in civil life in peace time by providing medical 
evacuation and care in remote areas of our country. The junc- 
tional use of helicopters with airliners has possibilities of pro- 
viding a means of disseminating medical science and care to 
all areas of the nation and in evacuating thousands of persons 
or in providing them with medical support in times of disaster. 

Dr. Daniel S. Vaughan Jr. of San Jose, Calif., reported 
before the Section on Ophthalmology that infants having feed- 
ing problems should be carefully watched for the presence of 
xerophthalmia. This condition, resulting from a diet low in 
vitamin A, if prolonged may cause softening of the cornea 
and possible perforation. Dr. Vaughan observed two cases of 
xerophthalmia that were the result of antiallergenic diets. 

In the Section on Internal Medicine, at the Hotel Commo- 
dore, Drs. Rulon W. Rawson, J. E. Rall and Jacob Robbins 
of the Sloan-Kettering Institute, New York, reported on the 
use of new methods to force formerly untreatable cancer of 
the thyroid to concentrate iodine. In 26 of 52 patients studied, 
it was possible to induce the cancer tissue to pick up radio- 
active iodine, and thus to substantially destroy the cancer 
tissue. Of 35 patients with widespread cancer of the thyroid 
treated with radioactive iodine, 51% showed improvement, as 
measured by partial or complete destruction of cancer lesions. 
They cautioned, however, against speaking of cures in such 
patients followed for less than 20 years; also against the use of 
radioactive iodine in thyroid cancer that has not spread beyond 
the thyroid gland and in the treatment of widespread cancer 
that can not be induced to concentrate sufficient quantities of 
the radioactive material; in the latter instance the radioactive 
iodine may concentrate in the blood stream and destroy both 
red and white blood cells and even result in death. 

Dr. S. W. Hoobler of Ann Arbor, Mich., in discussing 
high blood pressure before the Section on Chest Diseases at 
the New Yorker Hotel, said that most patients suffering from 
mild forms of high blood pressure need only reassurance and 
careful observation. However, the small minority of cases in 
which certain vital organs have been effected urgently need 
attention and in the latter group the best procedure was 
sympathectomy, which is effective in 30 or 40% of such 
patients. Jf sympathectomy has been found unsuccessful, Dr. 
Hoobler mentioned certain drugs that lower the blood pres- 
sure, although all of them have some unpleasant side-effects. 
After uremia has developed as a result of kidney failure, 
none of the drugs mentioned, he said, are particularly helpful 
and some of them may be harmful. 

In the Section on Preventive and Industrial Medicine and 
Public Health, Dr. K. C. Charron, of the civilian defense 
health planning group in the Canadian Department of Na- 
tional Health and Welfare, pointed out the interdependence 
of the United States and Canada in the event of war. Ob- 
servers in the Canadian northland, he said, might well provide 
the first warning of attack to both countries. We must depend, 
he said, in large measure on skills that our people already 
possess, but to these must be added a knowledge of special 
techniques required for disaster. He said that an effective civil 
defense health program cannot be developed unless _indi- 
viduals, groups, and the various levels of government assume 
responsibility and actively participate in its development; it 
is imperative that the lagging areas accelerate their planning 
to catch up to the already established units. 


THE GOLF TOURNAMENT 


About 170 golfers turned out for the 37th annual tour- 
nament of the American Medical Golfing Association at the 
Swianoy Golf Club in Bronxville. The president of the golfing 
association this year was Dr. Thomas A. Kyner of Kansas 
City and the chairman of the Local Committee on Arrange- 
ments Dr. Joseph E. Corr of New York. Dr. Gerald F. De- 
derick Jr. of Hackensack, N. J., had the lowest gross score 
of 76, which entitled him to receive the president's prize, 
a set of clubs, and the honor of having his name engraved 
on the Will Walter Trophy. The low net score was turned 
in by Dr. L. B. Miller of Evansville, Ind. Other awards 
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were presented during the evening banquet at the Club Hoy. 
The 1954 tournament is scheduled for the Olymphia Coupe, 
Club in San Francisco during the next annual meeting of 
the American Medical Association. For the coming Year the 
president of the golfing association is Dr. Edward Campion 
of San Rafael, Calif., and the president-elect, Dr. F. 0. Hend. 
rickson of Philadelphia. 


TELEVISION AND RADIO PROGRAM 


For the first time medical colored television was projects 
on two large screens, the telecasts of clinics being trans. 
mitted from New York Hospital to the Roosevelt Hotel 
where the screens were installed. Heretofore, these telecasts 
had been received on several small screens. Another jp. 
novation in this program was the presentation of a panel djs 
cussion of the diseases involved before the operations begay 
The diseases presented in this program were mitral Stenosis 
cancer of the cervix, peptic ulcer, tumor of the breast, sal 
sinusitis. The television programs were presented for th 
American Medical Association by Smith, Kline, and French 
a Philadelphia pharmaceutical firm, which pioneered the Use 
of this medium in medical education. 

A variety of medical motion pictures were presented daily 
morning and afternoon, at the Biltmore Hotel. Often the 
authors themselves were present to discuss their own films 
That this type of program was widely appreciated is indicated 
by the fact that the films were seen during the week by 


6,156 persons. —syiccETEANEOUS PROGRAMS 


Among other programs not officially a part of the American 
Medical Association program was the annual exhibit of art 
work by the American Physician’s Art Association. Some 
800 works of art, the handiwork of physicians of North 
America, Hawaii, and the Philippines were on display at the 
Plaza Art Galleries, on East 59th Street. There were land. 
scapes, portraits, still lifes, water colors, pastels, sculpture, 
ceramics, photography, wood carving, jewelry, needle work, 
and other kinds of art. Winners in the various classes of art 
were announced at the banquet for this group at the Hote 
Commodore Tuesday evening. The award for the best piece 
in the exhibit, the Helser Cup, went to Dr: Jeannette Throct- 
morton of Des Moines, Iowa, for needle work. The President’ 
Cup was presented to Dr. M. M. Melicow of New York City 
for the best drawing and the award for the best oil painting 
went to Dr. Richard Waldapfel of Grand Junction, Colo. 
Gold medals were awarded to an additional list of physician 
artists. The president of this group, Dr. Melicow, presided 
at the banquet. The secretary is Dr. Francis H. Redewill Jr. 
of San Francisco. 

At a dinner on June 3 at the Waldorf-Astoria, the 
Passano Award for 1953 was presented to John F. Enders, 
Ph.D., in recognition of his development of relatively simple 
methods of culturing the viruses of poliomyelitis in tissue. 
Dr. Emil Novak of Baltimore presided at this meeting. Basil 
O’Conor, New York, president of the National Foundation 
for Infantile Paralysis, gave an appraisal of the contributions 
of Dr. Enders, and Robert S. Gill, president of the Williams 
and Wilkins Publishing Company, presented the award to 
Dr. Enders, whose speech of acceptance was entitled “Some 
Recent Advances in the Study of Poliomyelitis.” 


WOMAN’S AUXILIARY 

The 30th annual meeting of the Woman’s Auxiliary to the 
American Medical Association was held in the Grand Bill- 
room of the Hotel Statler under the presidency of Ms. 
Ralph B. Eusden of Long Beach, Calif. At the annual dinner 
of the auxiliary in the Waldorf-Astoria on Thursday evening, 
the guest speaker was Mrs. Ivy B. Priest, Treasurer of the 
United States, who urged women to intensify their interest 
in state legislatures and city councils in order to help preserve 
our American system and prevent the rise of an “all powerful 
welfare state.” During the meeting Mrs. Eusden, the auxiliat) 
president, presented a $10,000 check for the American Medi 
cal Education Foundation to its president, Dr. Elmer |. 
Henderson, of Louisville, Ky., making the total contribution 
of the auxiliary to date to the Foundation $31,500. The nev 
auxiliary president is Mrs. Leo J. Schaefer of Salina, Kan., an 
the next annual meeting will be in San Francisco during th 
annual meeting of the American Medical Association. 
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FEDERAL MEDICAL LEGISLATION 


Detention of Narcotic Addicts 

senator Beall (R., Md.) and Senator Barrett (R., Wyo.) in 
5, 1994 propose to authorize the forcible detention of narcotic 
addicts committed by state courts to U. S. Public Health 
service Hospitals until the addicts are cured. The bill would 
also require those who voluntarily submit themselves for treat- 
ment in a U. S. Public Health Service Hospital to take the 
complete treatment. States would pay the cost for persons com- 
mitted by state courts. Under the present law, narcotic addicts 
convicted in federal courts of offenses against the United States 
may be forcibly detained in a U. S. Public Health Service 
Hospital until treatment is completed. However, persons who 
yoluntarily submit themselves for treatment and persons com- 
mitted by state courts cannot be detained against their will. 
This measure was referred to the Committee on Labor and 
Public Welfare. 


Hospitalization for the Aged 

Senator Murray (D., Mont.), Senator Humphrey (D., Minn.) 
and Senator Lehman (D., N. Y.) propose in S. 1966 an amend- 
ment to the federal Old-Age and Survivors Insurance System 
that would provide a system of free hospitalization with a 
60-day annual limit for persons over 65 covered by Old-Age 
and Survivors Insurance and for their dependents and sur- 
vivors, to be paid for out of the OASI trust fund. Tuberculous, 
mental, and domiciliary care are not provided. The adminis- 
trator of the social security system would prescribe regulations, 
and the states would merely act as agents functioning through 
the state health agency. The administrator of the social security 
system could operate the program within any state if the state 
failed to cooperate. Voluntary health insurance plans could be 
utilized as fiscal agents in providing this care through hospitals. 
States would be encouraged to provide, at their own expense, 
similar coverage for farmers and other noninsured aged 
persons. This bill is similar to H. R. 8 (Dingell) and H. R. 390 
(Celler) previously reported; it was referred to the Finance 
Committee. 
Medical Expense Deductions 

The present income tax laws permit the deduction of medical 
expenses exceeding 5% of taxable income, with a limitation of 
$1,250 for a single person and $2,500 if the taxpayer has 
dependents. A limit of $5,000 is set for a taxpayer and spouse 
with dependents filing a joint return. Congressman McDonough 
(R., Calif.) in H. R. 5393 would permit “over the limit” 
expenses to be carried over from one year to another for three 
years. The bill was referred to the Ways and Means Commit- 
tee. Congressman McDonough in H. R. 5399 also proposes to 
allow deduction from adjusted gross income subject to taxation 
of life insurance premiums under certain circumstances, but 
not to exceed $200 annually. He proposes also up to $200 
deduction for hospital or any other medical care insurance. 
This measure was referred to the Ways and Means Committee. 


Social Security Study 


Congressman Reed (R., N. Y.) in H. Res. 243 would pro- 
Vide $100,000 to finance a subcommittee of the House Ways 
and Means Committee to study the social security laws. This 
was referred to the Committee on House Administration and 
was reported favorably to the House on May 26 and was 
passed by the House on May 27. 


Defense Department Reorganization 


Congressman Hoffman (R., Mich.) in H. J. Res. 264 would 
make Reorganization Plan No. 6 for the Department of De- 
fense effective 10 days after the enactment of the resolution. 
The reorganization plan provides for six additional assistant 
secretaries. The resolution was referred to the Government 
Operations Committee. 





— summary of federal legislation was prepared by the Washington 
mie of the American Medical Association and the summary of state 
sislation by the Bureau of Legal Medicine and Legislation. 
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Hill-Burton Extension 

Congressman Harris (D., Ark.) in H. R. 5419 would extend 
the duration of the Hospital Survey and Construction Act 
(The Hill-Burton Act) from 1955 until 1957. The bill further 
provides that “not more than 60 per centum of the sum 
allotted to a State for any year may be used for payment 
of the Federal share of the cost of any one or more projects 
in any service area if, under the State plan, there is one or 
more other projects in any other service area having equal 
or higher priority.” The bill was referred to the Interstate 
Commerce Committee. 


STATE MEDICAL LEGISLATION 


Alabama 


Bills Introduced.—H. 311, proposes the creation of a state board of 
chiropractic examiners and defines chiropractic as the science and art 
of locating and removing, without drugs or surgery, any interference 
with the transmission and expression of nerve energy in the human body 
by any methods or means as taught in schools or colleges of chiropractic 
which are recognized by the state board of chiropractic examiners. H. 395, 
proposes an act to provide for liens in favor of hospitals and other insti- 
tutions upon causes of action for damages accruing to patients therein 
for the reasonable charges for hospital care necessitated by the injuries 
giving rise to such cause of action. S. 155, proposes regulations for the 
awarding of 25 scholarships each year for the study of medicine in the 
University of Alabama Medical College. Each recipient of a scholarship 
under this proposal would enter into an agreement with the state board 
of health whereby he would practice medicine for five years after the 
completion of his medical training in an area or locality in the state 
designated by the state board of health or else forfeit and become liable 
immediately to the state for the amount granted him under his scholarship. 
S. 181, proposes to provide for the licensing, regulation, supervision, and 
inspection of private hospitals, institutions, and homes for the mentally ill. 


California 

Bills Introduced.—A. 3527, proposes regulations for the establishment of 
State narcotic clinics for the purposes of curbing the spread of addiction, 
curing addiction, and obtaining information necessary to combat the nar- 
cotic menace. S. 1970, proposes the creation of a state bureau of criminal 
identification and investigation. 

Bills Enacted.—A. 1739, has become ch. 792 of the laws of 1953. It 
authorizes the governing board of a school district to contract with 
accredited schools and colleges of optometry, osteopathy, or medicine for 
the purpose of providing necessary testing of sight and hearing of pupils 
enrolled in the schools in the district. S. J. R. 32, has become res. ch. 
139 of the laws of 1953. It memorializes the Congress of the United 
States to enact legislation for the control of dangerous drugs similar to 
the California Dangerous Drug Act. S. 1438, has become ch. 773 of the 
laws of 1953. It provides, among other things, that no prescription for 
any dangerous drug may be refilled except upon authorization of the pre- 
scriber, which may be given orally or at the time of giving the original 
prescription. 





Connecticut 

Bill Introduced.—H. J. R. 87, proposes to direct the legislative council to 
make a study of the care and treatment of habitual alcoholics afflicted 
with tuberculosis. 

Bill Enacted.—H. 1527, has become pub. act No. 277 of the acts of 
1953. It amends the law relating to medical service corporations by 
authorizing the formation of nonprofit sharing corporations without capital 
stock for the purpose of creating a plan whereby medical service may be 
provided at the expense of the corporation by registered osteopathic phy- 
sicians entitled to practice medicine or surgery under applicable provisions 
of the state law. S. 301, has become public act No. 254 of the acts of 
1953. It eliminates existing provisions in the law prohibiting the marriage 
of epileptics. S. 377, has become pub. act No. 121 of the acts of 1953. 
It amends the law relating to premarital blood tests by permitting the 
necessary examination to be made by a Canadian physician or by a com- 
missioned medical officer in the armed forces or the Public Health Service 
of the United States. 


Florida 


Bills Intreduced.—H. 608, relating to the construction of a county hos- 
pital in Holmes County, proposes that in the management of such hospital 
no discrimination shall be made against any medical doctors, commonly 
known as M.D.’s, duly licensed to practice materia medica in the state of 
Florida and all such regular medical doctors shall have equal privileges 
in treating patients in said hospital. The proposal also would require the 
board of trustees to organize a staff of medical doctors composed of every 
practicing medical doctor in the county and each such medical doctor 
shall hold his position on this staff so long as he complies with the rules 
and regulations laid down by the board. H. 975, proposes to make it un- 
lawful for any employer to require any applicant for employment to pay 
the cost of a medical examination or the cost of furnishing any records 
required by the employer as a condition of employment. H. 1725, pro- 
poses the creation of a system of regional mental hospitals for the care 
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and treatment of mentally ill citizens of Florida. H. 1754, proposes the 
creation of liens in favor of operators of hospitals on causes of action 
held by patients in such hospital to the extent of services rendered to 
such patients. S. 597, proposes the enactment of a Florida pharmacy act. 
S. 916, proposes to authorize the county boards of counties of a certain 
size to provide for life, health, accident and hospitalization, or annuity 
insurance for employees of such boards and their families upon a group 
insurance plan. S. 920, proposes regulations for the creation and operation 
of county hospitals in certain counties. S. 975, proposes to amend the 
hospital licensing law by making it applicable to all hospitals and not 
just those receiving federal aid or aid from the United States government. 

Bills Enacted.—H. 138, became law without approval, May 26, 1953. 
It requires every person acting as an attending practitioner who is author- 
ized to practice medicine, osteopathic medicine, chiropractic, naturopathy, 
or veterinary medicine to report immediately to the state board of health 
upon the diagnosis or suspicion of the existence of diseases which are 
communicable among humans or from animals to humans. The law also 
authorizes the state board of health, by resolution, to declare what dis- 
eases are communicable within the meaning of this act. H. 340, was 
approved May 27, 1953. It amends the law relating to the medical exami- 
nation of school children by providing that any child shall be exempt 
from medical or physical examination or medical or surgical treatment 
upon written request of the parent or guardian of such child who objects 
to the examination and/or treatment on religious grounds, provided that 
the laws, rules and regulations relating to contagious or communicable 
diseases and sanitary matters shall not be violated. H. 854, became law 
without approval, May 26, 1953. It authorizes all counties of a certain 
size to expend county funds not exceeding $5,000 annually for mental 
health and guidance purposes. 


Hawaii 

Bills Enacted.—H. J. R. 26, was approved June 3, 1953. It relates to 
the care and treatment of persons afflicted with Hansen’s disease. S. 197, 
was approved May 28, 1953. It authorizes the territory to make a charge 
for the use of radium applicators belonging to the territory and in control 
of the board of heaith. 


Illinois 

Bills Introduced.—S. 525, proposes the enactment of a temporary dis- 
ability benefits law. S. 530, proposes the enactment of a general hospital 
licensing law to cover private hospitals and sanitariums, maternity hos- 
pitals, lying-in homes, rest homes, nursing homes, boarding homes, and 
other institutions providing hospitalization for in-patients or nursing care 
for persons. S. 547, proposes the enactment of a uniform pharmacy act. 
S. 585, proposes to revise the law relating to the coroners by providing 
for the appointment in each county of a chief medical examiner to have 
charge of and be responsible for the investigation of certain deaths 
occurring in such county. Such medical examiners must be citizens of the 
United States, graduates of a medical school approved by the Depart- 
ment of Education and Registration, licensed to practice medicine in all 
branches in the state in which he resides and skilled in the science of 
pathology, having had a minimum of two years formal graduate training 
in this specialty. 


Oregon 

Bills Enacted.—H. 93, has become ch. 438 of the laws of 1953. It 
amends the law relating to the practice of massage by exempting therefrom 
physical therapy or massage carried on under the direction of any physician 
duly licensed to practice his profession in the state. H. 144, has become 
ch. 631 of the laws of 1953. It provides for the appropriation of funds 
for the establishment and maintenance of outpatient department to be 
operated as an instrumentality of the Oregon Fairview Home as a service 
to parents and guardians of mentally deficient children who are not ad- 
mitted to a state institution. The outpatient department shall provide 
diagnostic services and advice to any parents or guardians of mentally 
deficient children who are not committed to a state institution and to 
parents or guardians of mentally deficient children who have been admitted 
to the Oregon Fairview Home but cannot be admitted until a vacancy 
occurs. H. 145, has become ch. 597 of the laws of 1953. It authorizes an 
appropriation of funds for the establishment and maintenance in connec- 
tion with all existing and future state hospitals of outpatient clinics pro- 
viding diagnostic treatment for persons suffering from mental illness or 
epilepsy who are not admitted to a state hospital and for persons 
released from a hospital without a certificate of discharge, in those cases 
in which those persons will benefit from treatment or consultation on an 
outpatient basis. H. 268, has become ch. 555 of the laws of 1953. It 
amends the law relating to the practice of naturopathy by providing that 
the procuring, aiding, or abetting in the procuring of an abortion shall 
constitute grounds for revocation of a license. The previous requirement 
was that it must be a “criminal’’ abortion. The act further defines an 
abortion as meaning the removal from the womb of a woman the product 
of conception at any time prior to delivery of the child. H. 270, was 
approved May 7, 1953. It amends the law relating to the practice of 
chiropractic by authorizing revocation of a license to practice chiropractic 
by the board of chiropractic examiners upon proof that a licentiate has 
been committed to a mental institution and upon proof that a licentiate 
has procured or aided or abetted in procuring an abortion and upon proof 
of a number of other specific types of conduct by a licentiate. H. 271, 
has become ch. 557 of the laws of 1953. It amends the law relating to 
naturopathy by increasing the educational requirements of applicants. It is 
provided that applicants must have two years satisfactory liberal arts 
and/or science study prior to matriculation into naturopathic college and 
the naturopathic school attended must be approved by the state board of 
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naturopathic examiners and must require for graduation a period of actual 
attendance of four years of at least nine months each. H. 365, wa¢ “ 
proved April 21, 1953. It amends the law relating to dangerous . 
by providing that prescriptions therefor shall be signed by a Practitioner 
licensed by law to administer such drug. Formerly the law required such 
Prescriptions to be signed by a physician or surgeon, dentist, or Veteri. 
narian. H. 782, has become ch. 611 of the laws of 1953. It provides an 
appropriation for the purpose of paying for medical, surgical, ang other 
corrective services and facilities for children who are crippled or who are 
suffering from eonditions which lead to crippling. S. 243, has become 
ch. 628 of the laws of 1953. It provides that in civil action in whics 
paternity is a relevant fact, the court may order the mother, child. and 
alleged father to submit to blood tests. If any party refuses to submit 
to such tests, the court may resolve the question of paternity against such 
party or enforce an order if the rights of others and the interest of justice 
so require, If the court finds that the conclusions of all the experts, as 
disclosed by the evidence based upon the tests, are that the alleged father 
is not the father of the child, the question of paternity shall be resolved 
accordingly. If the experts disagree in their findings or conclusions, the 
question shall be submitted upon all the evidence. If the experts conclude 
that the blood tests show the possibility of the alleged father’s paternity 
admission of this evidence is within the discretion of the court, depending 
upon the infrequency of the blood type. S. 326, has become ch. 59? of 
the laws of 1953. It authorizes the board of medical examiners to institu 
injunction proceedings to enjoin a licentiate from practicing the healing 
art following revocation of his license. S. 418, has become ch. 450) oj 
the laws of 1953. It provides that a person who erects or maintains a 
building where any person shall administer to any woman any medicine. 
drug or substance whatever, or shall use or employ any instrument or 
Other means, with intent thereby to destroy a child of such woman, unless 
the same shall be necessary to preserve the life of such woman, or unless 
such is done for the relief of a woman who appears in peri! because of 
her pregnant condition, after due consultation with a duly licensed medical 
Or osteopathic physician or surgeon, shall be guilty of maintaining 4 
nuisance. S. 427, has become ch. 541 of the laws of 1953. It amends 
the law relating to chiropractic by defining chiropractic as including the 
performance of minor surgery and excluding the administering of prescrip. 
tions for drugs. For the purposes of this act, “minor surgery” is defined 
as the use of electrical or other methods for the surgical repair and care 
incident thereto of superficial lacerations and abrasions, benign superficial 
lesions and the removal of foreign bodies located in the superficial struc. 
tures, and the use of antiseptics and local anesthetics in connection there. 
with. The term “drug” is defined to mean all medicines and preparations 
and all substances, except food and water, used or intended to be used 
in the diagnosis, cure, treatment, mitigation, or prevention of disease or 
abnormalities of man, which are recognized in the latest editions of the 
officiai United States Pharmacopoeia, official Homeopathic Pharmacopoeia, 
official National Formulary, or any supplement to any of them, or other- 
wise established as drugs; provided that nothing in this Act shall be 
deemed to prevent one licensed under the Act from the administration of 
the anesthetics or antiseptics authorized in the definition of minor surgery 
or the use of radiopaque substances administered by mouth or rectum 
necessary for roentgen diagnostic purposes; provided further, that nothing 
in this definition shall be interpreted as authorizing the administration of 
any substance by the penetration of the skin or mucous membrane of the 
human body for a therapeutic purpose. 


HOW FAR FROM A PHYSICIAN? 


According to Bulletin 94A recently published by the Bureau 
of Medical Economic Research of the American Medical Asso- 
ciation, approximately 509,000 square miles, or one-sixth of 
the entire United States, was more than a radius of 25 miles 
from a physician in active private practice in April, 1950. 
(A copy of Bulletin 94A may be obtained now, and requests 
may be filed for Bulletin 94, the book to be published later 
this year, by writing to the Bureau of Medical Fconomic 
Research, American Medical Association, 535 N. Dearborn 
Street, Chicago 10.) Most of this territory outside the 25-mile 
limit, which is shown on Map F of the bulletin, is located in 
the Rocky Mountain and Great Plains regions; approximately 
237,000 persons, or 1/5 of 1% of the entire population of the 
United States, resided in these wide open spaces, where the 
nearest neighbor is often many miles away. The relatively 
small number of persons in these sections without physicians 
refutes most of the arguments about the unavailability © 
physicians’ services in many parts of the United States. This 
fact is one of many established by the joint study of medical 
service areas by the Bureau of Medical Economic Research 
and the state medical associations. This study was begun 
several years ago, and the book for which Bulletin 94A !s 4 
39-map supplement will be published some time this summer. 
On these 61 pages of maps are 15,192 marks, one for each 
place in which one or more physicians are located. ven 4 
cursory examination of these maps indicates that physicians 
are located almost everywhere, except in the sparsely settled 
sections of the West. 
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PROCEEDINGS OF THE NEW YORK MEETING 


ABSTRACT OF PROCEEDINGS OF THE HOUSE OF DELEGATES OF THE AMERICAN MEDICAL 
ASSOCIATION AT THE ANNUAL MEETING IN NEW YORK CITY, JUNE 1-5, 1953 


The actions of the House of Delegates at the New York 
Veeting ure herewith abstracted so that the readers may have 
this information in digest form. The official proceedings will 
be made available, as in the past, in a booklet, which will be 
gent to all members of the House of Delegates and officers 
of the American Medical Association by the Secretary. This 
sooklet will not be available for several weeks.—Eb. 


Report of Reference Committee on Credentials 

Dr. William Weston Jr., Chairman, reported that 163 dele- 
sates had registered, and the Speaker announced that a quorum 
was present. 

Invocation 

The Right Reverend Horace W. B. Donegan, Protestant 
Episcopal Bishop of New York, pronounced the following 
invocation: 

Almighty God, our heavenly Father, whose loving kindness 
is manifest in all Thy works, we give Thee thanks for all 
Thy gifts by which our lives are sustained and strengthened 
for the tasks and responsibilities that are committed to us. 
We ask Thy blessing upon the American Medical Association 
under whose auspices we are now assembled. Prosper all its 
undertakings, and guide and direct them in the deliberations in 
which they engage. We thank Thee for the work of physicians 
and surgeons, for the development of medical skill and knowl- 
edge, for the closer cooperation between religion and medical 
sience. Grant to Thy servants who are called to study and 
practice the arts of healing the sick and the prevention of 
disease and pain, strength in body and soul, and bless their 
work that they may live as servants of Him who lived and 
died to save us all. We ask this in Thy name. Amen. 


Tellers, Sergeants at Arms, Reference Committees 
Dr. James R. Reuling, Speaker, announced the appointment 
of Tellers, Sergeants at Arms, and Reference Committees, as 
follows: 


TELLERS 
William R. Brooksher, Chairman, Arkansas 
Vincent W. Archer, Virginia 
Edward P, Flood, New York 
E. S. Jones, Indiana 
Carl A. Lincke, Ohio 


SERGEANTS-AT-ARMS 
Laurence L. Fitchett, Master Sergeant, Delaware 
Frank J. Holroyd, West Virginia 
Russel V. Lee, Section on Military Medicine 


AMENDMENTS TO THE CONSTITUTION AND BYLAWS 


John W. Green, Chairman, California 
William F. Costello, New Jersey 
Thomas M. D’Angelo, New York 
Jesse D. Hamer, Arizona 

J. Paul Jones, Alabama 


BoakD OF TRUSTEES AND SECRETARY, REPORTS OF 


H. Russell Brown, Chairman, South Dakota 
Clark Bailey, Kentucky 

John F. Burton, Oklahoma 

Bernard Klein, Illinois 

Raymond M. McKeown, Oregon 
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CREDENTIALS 
William Weston Jr., Chairman, South Carolina 
Paul Baldwin, Missouri 
Charles M. Hamilton, Tennessee 
Howard K. Petry, Pennsylvania 
Hoyt B. Woolley, Idaho 


EXECUTIVE SESSION 
Grover C. Penberthy, Chairman, Section on Surgery, 
General and Abdominal 
George W. Kosmak, New York 
Fred H. Muller, Illinois 
John W. Parsons, Maryland 
Martyn A. Vickers, Maine 
HYGIENE AND PuBLIC HEALTH 
Everett P. Coleman, Chairman, Illinois 
Earle M. Chapman, Massachusetts 
Willis H. Huron, Michigan 
Charles L. Shafer, Pennsylvania 
John K. Glen, Texas 


INDUSTRIAL HEALTH 
A. H. Aaron, Chairman, New York 
Lewis A. Alesen, California 
Charles L. Farrell, Rhode Island 
Charles G. Hayden, Massachusetts 
Millard D. Hill, North Carolina 


INSURANCE AND MEDICAL SERVICE 
Gerald V. Caughlan, Chairman, lowa 
George A. Earl, Minnesota 
Percy E. Hopkins, Illinois 
Louis M. Orr II, Florida 
Raymond L. Zech, Washington 


LEGISLATION AND PUBLIC RELATIONS 
George S. Klump, Chairman, Pennsylvania 
Ralph A. Johnson, Michigan 
Thomas J. Danaher, Connecticut 
S. J. McClendon, California 
Arthur C. Scott Jr., Texas 


MEDICAL EDUCATION AND HOspPITALS 
Herbert B. Wright, Chairman, Ohio 
Gilson Colby Engel, Pennsylvania 
Val H. Fuchs, Louisiana 
Raymond F. Peterson, Montana 
Hans H. Reese, Section on Nervous and Mental Diseases 


MEDICAL MILITARY AFFAIRS 
Elmer P. Weigel, Chairman, New Jersey 
Hugh H. Hussey, District of Columbia 
Laurence S. Nelson Sr., Kansas 
W. Andrew Bunten, Wyoming 
Wendell C. Stover, Indiana 

MISCELLANEOUS BUSINESS 
Walter P. Anderton, Chairman, New York 
Frank H. Krusen, Section on Physical Medicine and 

Rehabilitation 

Charles H. Phifer, Illinois 
George A. Unfug, Colorado 
Robertson Ward, California 

REPORTS OF OFFICERS 
Wyman D. Barrett, Chairman, Michigan 
Paul A. Davis, Section on General Practice 
Robert B. Homan Jr., Texas 
George A. Woodhouse, Ohio 
Charles H. Richardson, Georgia 
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RULES AND ORDER OF BUSINESS 
Hollis E. Johnson, Chairman, Section on Diseases of the 
Chest 
John P. Culpepper, Mississippi 
Peter J. DiNatale, New York 
George M. Fister, Utah 
Eugene F. Hoffman, California 


SECTIONS AND SECTION WorK 
James P. Hammond, Chairman, Vermont 
Carl H. Gellenthien, New Mexico 
Karl S. J. Hohlen, Nebraska 
Roland W. Stahr, Nevada 
Willard A. Wright, North Dakota 


Distinguished Service Award to Dr. Alfred Blalock 

Dr. Dwight H. Murray, Chairman, Board of Trustees, pre- 
sented the names of three physicians selected by the Board 
from the list of nominations for the Distinguished Service 
Award, for the election of one by the House of Delegates to 
be the recipient of the award. The nominees were Dr. Alfred 
Blalock, Baltimore, Dr. Joseph H. Pratt, Boston, and Dr. 
Torald Sollmann, Cleveland. Dr. Alfred Blalock was elected 
recipient of the Distinguished Service Award of the American 
Medical Association for 1953. 


Adoption of Proceedings of Denver Clinical Meeting and 
of Washington Special Meeting 

Dr. E. Vincent Askey, Vice Speaker, called for motions to 
adopt the minutes of the Denver Clinical Meeting, Dec. 2-5, 
1952, and of the Washington Special Meeting, March 14, 
1953, as printed and distributed to the members of the House 
of Delegates. The minutes of the Denver and Washington 
Meetings were adopted as published. 


Remarks of the Speaker, Dr. James R. Reuling 

The Speaker presented the following remarks, which were 
referred to the Reference Committee on Reports of Officers: 

Members of the House of Delegates of the American Medi- 
cal Association: 

It is always a pleasure for me to appear before you, and 
it is with especially great pleasure that I welcome you here 
in New York. The county of Queens from which I come is 
one of the boroughs which comprise this great city. I say 
borough because that is what we call them here in New York 
City. In some parts of the country they call them counties, 
and in some places they call them parishes. The term borough 
comes from the Dutch. The borough of Manhattan where we 
are meeting now is sometimes erroneously thought of as being 
New York City. It is, however, only one of the five boroughs 
that make up New York City. The borough of Kings, to many 
better known as Brooklyn and to some best known as the 
home of “Dem Bums,” the Brooklyn Dodgers, is located 
across the East River on Long Island. I said that I come from 
the borough of Queens. This is the largest of the five political 
subdivisions which make up New York City, largest in size 
in geographical area, and the second largest in population 
being exceeded only by Brooklyn. Next is the borough of the 
Bronx, sometimes pronounced Bronix, home of the Bronx 
Bombers, who play at Yankee Stadium. This is the place where 
the Bronx cocktail originated, and also the Bronx cheer. How- 
ever, it has the distinction of being the only borough of New 
York City that is on the North American continent, the other 
four all being on islands. And lastly, there is the borough of 
Richmond, sometimes spoken of as Staten Island. I suggest 
that a ferry ride out there is well worth while, and I predict 
that some day it will be the most lovely of all the five bor- 
oughs, for it lies well out in the Atlantic. Forgive me for 
taking up your time in giving you some of the geographical 
background of this, the largest city in the world. We have 
much serious business before us. 

At this time, when a voice vote is taken and the Chair is in 
doubt, or when a division is called for, the Tellers will not 
be asked to make an actual count of a show of hands unless 
the vote is close. There was one show of hands at our last 
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meeting when a quick glance would have convinced any, 
of the result, and in such a case the time of the House shoulj 
not be consumed in making an actual count unless jt jg ... 
cifically requested. 

The Speaker welcomes, and has received, many suggestiop, 
for the better functioning of the House of Delegates. On: 
particular suggestion affecting every member would be such 
a radical change that it should be done only if the Hoy 
approves. It is recommended that the reference COMMittee 
study the following quoted suggestion and report to the House: 


Spe- 


May I present to you an idea for consideration? I have had q few 
years’ experience in the House of Delegates. It is my impression that we 
need more “‘mixing up” of the delegates. Might I suggest that a Place 
card, in alphabetical order, be placed in front of each man’s seat? Sad 
a simple thing will mix up the delegates. It seems to me that it would be 
a great advantage to American Medicine if Alesen from California sat 
next to Allen of Georgia and next to him Abbott from New York. and 
next to him Abrahams from Pennsylvania, etc. I have found it a refreshiny 
experience and one that increases my knowledge and tolerance to sit nent 
to people from other parts of the country whom I know not too well. On 
many matters before the House, the views of the delegates from [Iino 
for example, might certainly be changed if each of the Illinois delegates 
Sat next to a delegate from some other state in these United States Our 
rather “small” local view of and interest in a problem might be showy 
to be at fault by conversations with our brother physicians from other 
parts of this great United States. 


Many of you are expert parliamentarians, and what | am 
going to say should not be interpreted as an attempt to give 
anyone instructions. Experience would indicate, nevertheles. 
that the attention of the House should be called to two motions 
that are frequently not clearly understood, and which are often 
made in error. The first of these is the motion to “lay on the 
table.” This motion is frequently made when the obvious 
intent of the maker is to “move to postpone indefinitely.” The 
motion to “lay on the table” is always in order. It is a sub- 
sidiary motion of the highest rank. It is undebatable and wu. 
amendable. It should always be remembered, however, that 
what has been put on the table can be taken from the table 
with certain limitations. On the other hand, a motion to “pos 
pone indefinitely” may by its name be misleading. It is purely 
a technical term for killing the motion before the House. lt 
is debatable. It is not subject to amendment, but it can be 
reconsidered. 

The other motion to which your attention is called is “the 
previous question.” The name of this motion is very mislead- 
ing. We frequently hear members calling “question, question.” 
It is only a sign of impatience, and is in a way disrespectful 
to the House itself or to the last person who spoke, or to 
the presiding officer. On the other hand, if a member rises, 
is recognized, and makes a motion saying “I move the previous 
question,” such a motion must be seconded as any other 
motion. When such a motion is seconded, it is technically 
the same as a motion proposing to terminate debate or to pul 
a stop to further discussion or to prevent further amendment 
on the question before the House. A vote on the “previous 
question” cannot be debated, nor can it be amended. It ranks 
as the second highest subsidiary motion that can be made. 
As I said, it is not debatable and it cannot be amended. 
However, it can be reconsidered. But, most important, it Ie- 
quires a two-thirds vote for adoption. The reason it requires 
a two-thirds vote is that if adopted, it deprives the members 
of the right of further discussion. Particular attention is called 
to the fact that the adoption by a two-thirds vote of the 
“previous question” does not constitute a vote on the main 
motion before the House or on any amendment to the mail 
motion which has been made. It is only a motion to terminate 
debate. After it is adopted, the House must then vote on any 
amendment or substitute motion, and then on the main motion, 
as in usual procedures. 

Several innovations have been made which should make 
your work easier. Whether Dr. Lull, Dr. Howard, or you! 
Speaker, or the combination of the three is responsible, 's 
immaterial. There was even an editorial in Northwest Medicine 
regarding one of these innovations. In a folder which will be 
provided to you, you will find reports and resolutions that 
have been submitted in advance. Also, you will find two lists 
of references of the material in your handbook. One of these 
sheets contains references by consecutive pages in the hand- 
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book. The other list is made up of subjects or pages referred 
to individual reference committees. In other words, the two 
lists will constitute a cross-index for your convenience. 

As we have done in the past, it is again requested that you 
omit all “whereases” in the presentation of resolutions, for it 
does conserve much time. Before the meeting of the House 
at which reports of the reference committees are made, you 
will find at your place complete mimeographed copies of 
resolutions, including the “whereases,” which have been pre- 
sented and on which the reference committees will report. 
jf there are many resolutions presented dealing with a single 
subject, all will not be multigraphed, but only one or two 
specimens will be given you. It is believed that in this way 
you will have before you complete information on all ques- 
tions on Which you are asked to make your decisions and 
cast your votes. It is believed that this innovation will ex- 
pedite the work of the House in that there will be less frequent 
requests for a re-reading of material previously submitted. It 
may be that a few delegates may not have done their “home 
work” or may have left their folders some place. If there are 
requests for re-reading of resolutions of material previously 
submitted, it will not be done unless the House so orders. 

At the risk of repetition, attention is directed to a recom- 
mendation made by the Speaker at the Denver meeting. From 
my remarks to you regarding the preparation of reference 
committee reports, I shall quote, “There may be times or cir- 
cumstances when a reference committee cannot reach a unan- 
imous opinion. Under such circumstances, it is perfectly proper 
that two members, or even one member of a reference com- 
mittee, bring in a minority report. If there is a minority report, 
it should be as carefully prepared as the majority report.” 

Believing that the majority of delegates are interested in 
starting their meetings on time and at the appointed time, the 
Sergeants at Arms are requested to station themselves in the 
corridor and in the rear of the meeting room at least five 
minutes before a session starts in order to urge and alert 
delegates to be seated promptly and without too much con- 
fusion. At the annual meeting when elections take place and 
in order to expedite the counting of the ballot, it is recom- 
mended that the House approve the appointment of eight 
Clerks from the House to work under the Chief Teller and 
assist the Tellers in making the actual count of the ballots. 

Your particular attention is called to a booklet entitled 
“Your Role as a Delegate to the American Medical Asso- 
ciation,” which was sent to you with your handbook. If you 
have not already read this, I would ask that you give it careful 
consideration, as it contains much useful information regard- 
ing the House of Delegates and procedures that have been 
adopted. 

Attendance slips are handed out by the page boys stationed 
at the door as you enter the meeting room. It is necessary 
that you sign these attendance slips if you expect your name 
‘0 appear in the official published proceedings. This is the 
only method by which the headquarters office can check on 
the members present at a session, and you are therefore urged 
not to put the slip in your pocket, but to sign it and return 
it to the page boy. 

In past years at the time of the Annual Meeting, it has 
been customary to read the names of former officers and 
members of the House of Delegates who have been called to 
their reward by the Great Healer. There may be many in- 
stances when present members of the House have been unaware 
of our loss and would wish to write some word of condolence 
‘0 the family. Lists of the former members now deceased 
have been mimeographed for distribution among you, and 
instead of reading the list at this time, I would suggest that 
you give it careful and reverent consideration individually. 
At this time we shall rise in silent tribute to these departed 
confreres, 


Members of House of Delegates and/or Officers of the 
American Medical Association Notice of Whose Death Has 
Been Received Since the 1952 Annual Meeting: 

(The dates following the names indicate years of service in 
the House or as Officers of the Association.) 
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Adams, Bon O., California, 1940. 

Alley, John Newton, Idaho, 1913. 

Aranow, Harry, New York, 1946-1948. 

Armstrong, Guy L., Illinois, 1914-1915. 

Baysinger, Stuart L., Missouri, 1920-1921; 1928-1932. 

Burton, Paul H., North Dakota, 1934. 

Codman, Charles A. E., Pennsylvania, 1940. 

Cooper, O. O., West Virginia, 1908. 

Coventry, William A., Minnesota, 1914; 1916; 1937-1950. 

Craig, Robert R., Nevada, 1916. 

Cullen, Thomas S., Maryland, 1903; 1913-1914; 1916; 
1918-1920; 1922; 1924-1925; 1942; 1945-1947. Member 
Board of Trustees, 1929-1941. 

Deal, Don W., Illinois, 1917-1918. 

Ireland, Merritte W., U. S. Army, 1908-1910. 

Lytle, Franklin Pierce, Pennsylvania, 1925; 1928; 1930- 
1931; 1933-1940. 

Miller, Richard H., Massachusetts, 1935-1938; 1941-1944, 

Moody, Earle F., Alabama, 1916-1917. 

Moore, Robert M., Indiana, 1931. 

Mowry, Jesse E., Rhode Island, 1916-1917. 

Plummer, Samuel C., Illinois, 1904. 

Reeder, Frank E., Michigan, 1939-1947. 

Seeger, Stanley J., Milwaukee, Wis., Vice President, 1944- 
1945, 

Shanks, Edgar D., Georgia, 1946. 

Skinner, Edward H., Missouri, 1928; 1935; 1937-1944, 

Tolleson, William A., Oklahoma, 1914. 

West, Olin, Nashville, Tenn., Field Secretary, 1922; Sec- 
retary, 1922-1946; President-Elect, 1946-1947; General 
Manager, 1924-1946. 

Wilkinson, Charles E., Illinois, 1935; 1937-1945. 

Yeager, George C., Philadelphia, Vice President, 1931- 
1932. 


Report of Reference Committee on Reports of Officers 

Dr. George A. Woodhouse, Ohio, presented for Dr. Wyman 
D. Barrett, Chairman, the following report, which was adopted: 

Your committee wishes to commend the Speaker for his 
historical and geographical review of the largest city in the 
world, namely New York City. His interpretation of the pro- 
cedure of the House of Delegates, with the various resolutions 
and questions that arise, was well described and very informa- 
tive, and we hope that each member of the House of Dele- 
gates will acquaint himself with these parliamentary procedures 
and methods of voting on matters under discussion. 

It had been suggested to the Speaker that mixing of the 
delegates from the various states would be advantageous to 
each member in becoming acquainted with men from other 
states and sections. Your committee is of the opinion that 
such a procedure in seating delegates should not be a hard 
and fast rule, but that an attempt should be made to give it 
a trial at succeeding sessions, and that the Speaker could give 
consideration to making arrangements for carrying out this 
suggestion. 

In order to provide the delegates with complete copies of 
all resolutions and reports to be available at the first session 
of the House of Delegates as suggested by the Speaker, it is 
recommended that whenever possible all resolutions should be 
sent to the headquarters in Chicago in advance of the session 
so that an adequate number of mimeographed copies will 
be available at the first session of the House of Delegates. 

The Council on Constitution and Bylaws presented a sug- 
gested revision in order to provide the procedure of a minority 
report being presented from a reference committee, should 
this be necessary. 

The booklet entitled, “Your Role as a Delegate to the 
American Medical Association,” which was mailed to all 
delegates prior to this meeting, contains excellent factual in- 
formation for the guidance of the House of Delegates. Your 
committee suggests that this booklet should be mailed to each 
delegate at succeeding sessions of the House. The recommen- 
dation of the Speaker that the House approve the appointment 
of eight Clerks from the House to work under the Chief 
Teller is an excellent suggestion and should be carried out. 











722 PROCEEDINGS OF THE NEW YORK MEETING 


The publication of lists of deceased former officers and mem- 
bers of the House of Delegates, as printed this year, should 
be continued. 


Address of the President, Dr. Louis H. Bauer 
Dr. Louis H. Bauer, President, presented the following 
address, which was referred to the Reference Committee on 
Reports of Officers: 
Mr. Speaker and Members of the House of Delegates: 


Except for a few brief remarks tomorrow night, this is my 
final formal talk to you as President. Two years ago when 
you elected me to this high office, I said I hoped that when 
my term was up, you would have no regrets for your action. 

It falls to the lot of but few persons to be president of the 
greatest medical association in the world. It is not an easy task, 
and I believe it becomes a more difficult one each year. It is 
not the travel, the speeches, the meetings, nor even the corre- 
spondence, and they are all somewhat backbreaking, that make 
the position difficult. It is the fact that in the eyes of the 
public, and even in the eyes of the majority of the profession, 
the President represents the Association. Every word he utters 
is analyzed and often twisted as to its meaning. Every speech 
he makes, every quotation from his remarks, results in a 
deluge of letters, some praising him for his stand, others con- 
demning him. He soon learns that he cannot please everyone. 
He has to hear the Association attacked and blamed for things 
for which it is in no way responsible. His own motives may 
be questioned. He becomes shocked at the appalling ignorance 
that many doctors have about their own association. 

During the past two years I have personally answered nearly 
2,000 letters. They were of all types. Some were congratula- 
tory; some were interogative; some were critical of the actions 
of certain doctors; some were critical of the American Medical 
Association, particularly with reference to the “Doctor-Draft 
law,” and some were critical of public statements I have made, 
usually because of quotations out of context but sometimes 
because of honest differences of opinion. There even have been 
a few from inmates of mental hospitals asking me to get 
them out. 

All this is part of the job, and one should not accept the 
position unless he is willing to shoulder the tremendous task 
and struggle to do the best he can as he honestly sees it for 
the best interests of American medicine and the American 
public. He, being human, will make mistakes, but if he is 
to be of any use to the Association, he cannot idly sit back 
and do nothing because he fears criticism. This is a free 
country, and everyone is entitled to his opinion, and I believe 
doctors as a class are more individualistic in their thinking 
than any other group of persons. 

I respect the man who holds a different opinion from mine 
and who fights honestly and fairly for that opinion. Construc- 
tive criticism and honest differences of opinion are always 
welcome. They make for progress. I must admit, however, 
that it was rather discouraging, after twenty years of fighting 
for organized medicine and against socialism, to receive two 
letters and a copy of a statement of undetermined distribution, 
accusing me of duplicity, untruth, perfidy, and being a party 
to a craven episode. The whole Board of Trustees and certain 
personages high in government were also viciously attacked, 
but most of the vitriol was thrown at me. I mention the 
incident only to indicate that the path of the President is not 
strewn with roses. 

This all pertains, of course, to the recent actions of the 
Board of Trustees and the House of Delegates supporting 
the elevation of the Federal Security Agency to the level of 
an Executive Department. A great deal of misunderstanding 
is current, and it is due to a great deal of misinformation 
being bandied about. 

I have been accused of being scarcely truthful in saying 
the information could not have been sent out earlier. The 
facts are as follows. It was February 18 when it became defi- 
nitely apparent that a reorganization plan would be introduced, 
and only the barest outlines were known. It was decided, 
however, that the House ought to pass on it. As it takes twenty 
days to call a meeting of the House, a call was sent out at 






















































J.A.M.A., June 20, 1953 


once. On February 25, plans were more definite and the 
general scheme was known, but the bill had not been drafted: 
however, everything that was known was incorporated in 4 
letter sent to every delegate. The actual texts of the bill, o 
the President's message, and of the directive describing the 
duties of the special assistant for medical affairs were not 
received until about thirty-six hours before the House convened 

The Board could have done any of four things. It coyjg 
have done nothing, or it could have approved the Proposition, 
either of which would have been contrary to the House, 
previously expressed desires. It could have opposed the jj) 
but, as there were certain differences in the proposed pj 
from previous bills, the Board took the fourth alternative 
that of submitting the matter to the House, as the only fair 
thing to do. 

It has been alleged that the plan was no different from 
the ones submitted previously. That is not true. In no previoys 
bill was there provision for a special assistant through whom 
medical affairs would be screened. It is stated that this posi. 
tion is advisory. That was known, and it was so stated, byt 
what positions in the government outside of cabinet posts 
are not advisory? Even cabinet officers are advisory to the 
President. 

There have been statements that by our action we have 
approved extension and expansion of Social Security. We 
have done no such thing. Social Security has not been changed, 
and there is every probability that no change will be made until 
after a thorough investigation and reevaluation of it. This 
certainly should be done. 

It has been stated that we would have been better off with 
an assistant secretary rather than with a special assistant to 
the secretary. I do not agree. An assistant secretary would 
have had something to say about health matters only within 
his own division. The special assistant can render opinions 
on any health matter arising within the department, in health 
agencies, education, or Social Security. Furthermore, we have 
reserved the right to recommend changes in the law as indi- 
cated even to the point of asking for an independent depart- 
ment of health, if it seems advisable. 

The House has on several occasions asked for the latter, 
even as recently as December, 1952. We have been accused 
of opening the door to government control of medicine by 
approving the present plan. In my opinion the present plan is 
far less dangerous. An independent department of health could 
well prove to be the dragon that would devour us. There is 
far less danger in the present setup. 

No doctor could fail to be both humbled and somewhat 
awed by the honor of being President of the American Medi- 
cal Association. I venture to say, however, that no President 
has ever been sorry that his term was over, except to regret 
that he could not have accomplished more. 

In my acceptance speech two years ago, in my inaugural 
speech a year ago, and in my presidential pages in THE 
JourNAL, I have outlined some of the things that | think 
we should do. How far have we progressed during the past 
year? 

Voluntary insurance has continued to make great strides. 
One of the gaps in its coverage that I mentioned is protection 
of those over age 65. This is rapidly being accomplished, and 
before long I believe it will be accomplished. The other gap, 
namely protection against long-duration illness, has proceeded 
more slowly and is not yet sufficiently available. It must be 
made so. 

Programs for the medical care of the indigent are steadily 
progressing and must be made available in all areas. Pro- 
grams for the care of those suffering from chronic and de- 
generative disease have not progressed very far during the past 
year and probably will not until the Commission on Chronic 
Illness makes its report. This problem must be placed high on 
our agenda. Public health coverage is steadily improving, but 
some areas still lack satisfactory programs. Little further 
progress can be expected in this area until Congress has 10 
vestigated and decided on the whole grant-in-aid problem. 
Public health is primarily a community responsibility. The 
emergency call system is steadily increasing, but in some 
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areas there has developed an apathy among doctors with regard 
to it. Doctors must be stimulated to accept their responsibility 
of making medical care available at all hours of day or night. 
Much has been said in various quarters about excessive 
fees, fee-splitting, and ghost surgery. While I would not be- 
little these evils, it is unfortunate that the impression has 
reached the public that these things are common among the 
profession. They do exist, and they must be stamped out, but 
the vast majority of the members of the medical profession 
are honest and above reproach in their financial relations with 
the public. The whole profession shouid not be tarred with 
the same stick that should be applied to a few. These evils 
can be eliminated by grievance or mediation committees made 
up of members with steel in their backbones, and the county 
societies must support the actions of their committees. These 
committees must never become “whitewash” agencies. When- 
ever possible the members of these committees should be drawn 
from areas other than those in which the defendant lives. 
This brings me to the subject of ethics. Too little attention 
has been paid to teaching the ethics and traditions of medi- 
cine to the younger generation of doctors. I am glad to say 
that societies in many areas are waking up to this and are 
establishing courses of instruction for prospective members. 
This should become a universal practice. Medicine will prob- 
ably continue to be one of the learned professions. In the 
past, however, the family doctor has been closer to the in- 
dividual and the home than anyone else with the possible 
exception of the clergyman. This relationship and high status 
of the profession will be lost unless we inculcate the ideals 
and ethics of medicine on the new members of the profession. 
The new doctor must realize that medicine is primarily a 
public service and that there are certain things an ethical 
physician just does not do. 
Last December I urged the appointment of a committee to 
meet with representatives of the Advisory Board of Medical 
Specialties to see what could be done to increase the flow 
of general practitioners and decrease the flow of specialists. 
I hope, earnestly, that something will come out of these con- 
ferences. I believe the freedom of medicine as we know it 
will depend largely on the results they obtain. The American 
Medical Education Foundation is receiving steadily an increas- 
ing amount of funds. The President of the United States has 
stated that he is against federal support of education, and I 
believe that statement comes from his heart. Nevertheless, 
funds must be obtained for the support of medical education. 
Should the federal government enter this field there would 
be a danger of government control of education, and, in 
addition, private funds now received would dry up. Then, 
should the government withdraw or reduce its financial sup- 
port, our schools would be worse off than ever. Every doctor 
owes something to his medical school. The tuition he paid 
represented not more than one-third of the cost of his school 
in educating him. The balance came out of endowments. En- 
dowments are not increasing, and interest on them has shrunk. 
Now is the opportunity for the doctor to repay his debt to his 
school. The American Medical Association for three years has 
contributed a half million dollars each year to prime this 
project. It cannot continue this indefinitely. The doctors them- 
selves must step into the breach. 
In my over 100,000 miles of travel this past year and in 
the 50,000 miles traveled last year I have been shocked to 
find how many members of the American Medical Association 
know little or nothing about their own organization. During the 
last few months I have spent most of the time in my various 
talks telling what the American Medical Association is and 
What it does for the public and for its members. Never yet has 
it failed to happen that a number of men would come up to me 
afterward and say they had had no idea about the things I had 
told them. It was also rather shocking to find that doctors in 
other countries know more about the American Medical Asso- 
Clation than many American doctors. In several countries I 
have visited, the doctors told me they would like to pattern 
their associations after the American Medical Association. 
I think perhaps the Association made the greatest mistake 
In Its existence when it did not impose dues from the very 
beginning. One never appreciates what he gets for nothing. 
After a while he takes it for granted and forgets who pro- 
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vided it for him. The whole environment of medical practice 
in this country today is due to the Association. The fact that 
our medical schools are unexcelled in the world today, the 
fact that the doctor can turn to our various councils, Pharmacy 
and Chemistry, Foods and Nutrition, and Physical Medicine 
and Rehabilitation, for reliable information about drugs, other 
therapeutic agents, diagnostic and therapeutic apparatus and 
methods, is a privilege not enjoyed by doctors in any other 
country. Our Council on Industrial Health and the Council 
on Rural Health have done much to raise health standards 
in those fields. Our Bureau of Investigation has shown up 
a half a million quacks, charlatans, and fraudulent remedies. 
Our medical publications, scientific exhibits, and meetings are 
a postgraduate course of instruction in themselves. Some of our 
journals are published at a loss as a service to the profession. 
The Committee on Research has contributed largely to 
our knowledge. Research students could not function with- 
out our Quarterly Cumulative Index Medicus, which is also 
published at a great loss. The Bureau of Health Education 
is serving the public as is no other health information service. 
The Council on Medical Service, with the Bureau of Medical 
Economic Research, are constantly pouring out information on 
the social and economic aspects of medicine. Where would 
our members get the information they have available on legis- 
lation, federal and state, and on court decisions affecting 
medicine, were it not for our Washington Office and the 
Bureau of Legal Medicine and Legislation? So I could go on, 
and most doctors do not know these things, or, if they do, 
they take them for granted. In the last six years I have visited 
twenty-two foreign countries, some of them several times. I 
can assure you that no medical association in the world has 
done so much for the people of their countries or for their 
doctors as has the American Medical Association. It is high 
time that these facts were universally known. Our Public Rela- 
tions Department, under Leo Brown, has done much in the 
last two years to publicize these facts, but he and his depart- 
ment need the help of every one of you to spread this knowl- 
edge. Our members need not only to be educated, but to be 
stimulated to take part in the activities of their local and state 
organizations. The time has long since passed when a doctor 
can concern himself only with scientific medicine. He must 
be alert to the social and economic phases as well. 

The lack of knowledge that doctors exhibit was never more 
forcibly brought to my attention than with the enactment and 
operation of the “Doctor-Draft law.” Every injustice resulting 
from that has been blamed on the American Medical Associ- 
ation. Every doctor who has been dissatisfied with his service, 
everyone who has experienced any injustice in his being called 
up or in his service—and there have been many—blame it all 
on the Association. They have absolutely no idea what has 
been done by our Council on National Emergency Medical 
Service to better their lot, no idea of the recommendations 
the American Medical Association made that were dis- 
regarded. It reminds me of a story about Dr. John Collins 
Warren of Boston. In the early 1890's he operated on a woman 
for a vesicovaginal fistula. Up to that time the operation had 
never been successful. This operation was, and he was very 
much pleased. He visited the patient one morning and said, 
“Well, Mrs. X, how do you feel this morning?’ “Oh doctor,” 
she replied, “Thank God I am like other women now.” “That's 
right,” said Dr. Warren, “If anything goes right, thank God 
for it, and if it goes wrong, blame the doctor!” So it is in 
medicine, if anything goes right, I do not know whether the 
doctors thank God for it or just take it for granted, but I do 
know that if anything goes wrong they blame the American 
Medical Association. , 

During the past year a new administration came into power. 
We felt that the danger of socialization was over. Some have 
become impatient and expected over-night miracles. I should 
like to remind them that “the mills of God grind slowly, 
yet they grind exceedingly small.” A snowball rolling 
downhill increases in size and momentum. The socialistic 
snowball has not been rolled back uphill, but the momentum 
has been stopped and cuts have been made in its size. The 
President of the United States told this House of Delegates 
last March that he disliked two words, “compulsory” and 
“socialized.” I am certain that while he is in the White House 
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we need have no fear of medicine being dominated by a 
socialist-minded bureaucrat. We must, however, work con- 
stantly to eradicate the gaps in our medical care system, which 
I have enumerated, so that there will never again be any con- 
certed effort to destroy freedom in medicine. 

I bespeak for Dr. McCormick, my successor, your whole- 
hearted support and cooperation. To him I extend my con- 
gratulations and best wishes. 

In closing I wish to thank you for the honor you have 
conferred upon me and to express my appreciation for the 
support you have given me. Two years ago I promised to give 
you the best there was in me. I have striven to do that, but, 
compared to what remains to be done, it has seemed pitifully 
little. I shall retire from this office with one regret—that I 
have not been able to do more. 

The aim of medicine and the American Medical Association 
is one and the same—to bring increasingly improved medical 
care within the reach of every citizen. I assure you that as long 
as I am physically able I shall, as a private in the rear rank, 
continue to work for the attainment of that aim. Thank you! 


Report of Reference Committee on Reports of Officers 

Dr. George A. Woodhouse, Ohio, presented for Dr. Wyman 
D. Barrett, Chairman, the following report, which was adopted: 

Dr. Louis H. Bauer, in his last address to the House of 
Delegates as President, virtually gave an account of the work 
he had done during the past year. The amount of work accom- 
plished and the distances traveled seem almost a_ physical 
impossibility for one individual. In this address Dr. Bauer 
commented on various pertinent activities which the Com- 
mittee wishes to point out to the House of Delegates. 

The special meeting of the House of Delegates held in 
Washington in March of this year, at which time approval 
was given to the establishment of a Department of Health, 
Education, and Welfare, was discussed by Dr. Bauer. He 
explained the necessity for calling the House in special ses- 
sion to take action on this proposal in order to obtain the 
concerted opinion of the representatives of the medical pro- 
fession of the United States regarding the proposed Reorgani- 
zation Plan. Your committee regrets that Dr. Bauer has been 
attacked by many in the profession because they were un- 
aware of the facts. These, we think, have been clearly ex- 
plained in his address. 

Dr. Bauer referred to the continued expansion of voluntary 
insurance plans during the past year. In addition he pointed 
out the necessity for providing programs for the medical care 
of the indigent and those suffering from chronic and de- 
generative diseases. Your committee agrees that immediate 
further intensive study of these problems should be made by 
the various commissions, committees, and councils that have 
this matter under consideration. Without a doubt, definite 
plans and procedures for the alleviation of some of these 
problems will be promulgated by the Commission on Chronic 
Illness when its report is completed. 

t is unfortunate that the whole profession has been criti- 
cized for the acts of the very few unethical and irresponsible 
individuals. Your committee agrees with Dr. Bauer that the 
questions he has mentioned with regard to these unethical 
procedures are occurrences that should be stamped out com- 
pletely. It is also unfortunate that an occasional member of 
this honored profession will, in the public press, make state- 
ments that are interpreted by the public as involving the whole 
profession when these conditions are minimal. More attention 
should be paid to the teaching of the ethics and traditions of 
medicine in the medical schools of our country. This program 
should also be one for major discussion in the local county 
medical societies, not only for the education of the new doc- 
tor but also for the older physicians. 

Your committee is pleased that the President of the United 
States has stated he is against the federal support of education 
and that he dislikes two words, “compulsory” and “social- 
ized.” One of the answers to this problem is continued sup- 
port of the American Medical Education Foundation. 


The problem of too many specialists and not enough gen- 
eral practitioners is one that is nationwide, and while this can 
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be directed by an advisory board at the top level, many of 
these problems should be solved at the local and state level, 


Your committee was impressed by the President having 
traveled some 150,000 miles during the past two years, and 
talking to various groups and organizations concerning the 
activities of the American Medical Association. This wide- 
spread travel has carried him not only through the United 
States but to several foreign countries. 

Dr. Bauer delineated the various headquarter activities of 
the association in its councils and bureaus and pointed out 
that their function was frequently more valuable to the gen. 
eral public health than to individual members of the Asso. 
ciation. The services of the American Medical Association to 
the American public have been given by a purely voluntary 
organization without federal tax support. The public relations 
activities of the Association have been conducted on a high 
level, and its activities have been widespread in educating 
not only the general public but the medical profession con- 
cerning our organizational functions. 

There has been much widespread discussion, due primarily 
to misinformation, concerning the enactment and operation 
of the “Doctor-Draft law.” Dr. Bauer commented on this fact 
and stated that many of the recommendations of the Council 
on Medical Service had not been accepted by the Department 
of Defense. 

Finally, your committee wishes to commend Dr. Bauer for 
his year’s period of service and his diplomatic conduct of the 
office of President, and for his untiring efforts in behalf of 
the public and the medical profession. 


Presentation of Distinguished Guests 

The Speaker announced that Dr. Leo Schiff, Chairman of 
the Committee on Foreign Guests, and Dr. George W. 
Kosmak, Chairman of the Local Committee on Arrange- 
ments Subcommittee on Distinguished Guests, had brought 
to the rostrum a number of distinguished American and for- 
eign guests. The visitors were introduced to the House of 
Delegates by the Speaker and presented greetings from the 
organizations or countries they represented, as follows: 

Dr. Morris Hinenburg, American Association of Hospital 

Consultants. 

Sir Alexander Fleming, British Medical Association. 

Dr. J. G. Hunter, British Medical Association in Australia. 

Dr. W. C. Atkinson, National Medical Association. 

Dr. Percy T. Phillips, American Dental Association. 

Mrs. Ralph B. Eusden, Woman’s Auxiliary to the American 

Medical Association. 
Mrs. Elizabeth K. Porter, American Nurses Association. 
Brig. Gen. J. A. McCallam, American Veterinary Medical 
Association. 

Dr. T. C. Routley, Canadian Medical Association. 

Mr. R. Q. Richards, American Pharmaceutical Association. 

Dr. Albert W. Snoke, American Hospital Association. 

Drs. Guillermo Garcia Lopez, Julio F. Schutte, and Juan 

J. Mestre, Republic of Cuba. 
Drs. Norman R. Booher and H. D. Shapiro, American 
Legion. 

The Speaker read a telegram of greetings and regret that 
he could not be present in person from Dr. Wilton L. 
Halverson, President of the American Public Health Associ- 
ation. 

Address of Dr. Howard A. Rusk 

Dr. Howard A. Rusk, of the Rehabilitation Mission to 
Korea for the American-Korean Foundation, was introduced 
by the Speaker and presented the following address: 

Mr. Speaker, Mr. President, Members of the House of 
Delegates, Ladies and Gentlemen: I am here this morning as 
a substitute for a distinguished colleague, and I shall read 
his letter; it is dated May 29 from the Korean Embassy in 
Washington: 

I was deeply touched by the invitation of the House of Delegates of the 
American Medical Association to address them at their annual meeting 
in New York. As a practicing physician for 28 years, to have my P!0- 


fession understand the plight of my people means more to me than you 
will ever know. I hope that you, having been in Korea, can tell the ry 
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to our colleagues, and express to them my deep regret at not being able to 
be with them personally, as pressing problems in Korea today make it 
imperative for me to be in Washington. May God bless you all. 
Sincerely yours, 
You CHAN YANG, Ambassador. 


It is really presumptuous for me to speak about the prob- 
lems in Korea. Many of you have been there and seen them 
personally. Many have spent much more time there than 4 
The only reason that I have to stand here is that the mission 
| have just returned from was a little different from the or- 
dinary mission. I went representing the American-Korean 
Foundation which is headed by Dr. Milton Eisenhower, with 
a distinguished Board of Trustees, to study the health prob- 
lems and social problems of the Korean civilian. Many hun- 
dreds of missions have been there for the military, but this 
was a civilian mission, and I would like to tell you in these 
few minutes something about these problems of our brave 
allies. 

First I should like to set the climate. It is very difficult to 
tell you what Korea is like in this Grand Ball Room at the 
Waldorf, so come with me on the first week in March to 
Seoul. It is 15 above zero and sleeting. The room is filled 
with the stench of night soil that you can’t get out of your 
nose, and there is dust that, when the sleet stops and the 
sun comes out, comes into every crack and gets on your 
papers and in your skin. Your water to wash with this morn- 
ing was carried in a bucket from the East River, and your 
breakfast was a handful of rice. You are cold and hungry. 
There are 19 million people in South Korea, nine million 
refugees, two million still on the march. There are 300,000 
widows, and that is a particularly difficult problem because, 
according to the mores of the country, the widows do not 
remarry. There are 100,000 orphans in so-called orphanages. 
We stop at the first in Seoul, a Buddhist monastery on a hill. 
There are 300 children singing at the top of their lungs. Half 
of them are barefooted, and they are singing Korean songs, 
and “O Susanna, Don’t You Cry for Me, I’m Going to Ala- 
bama With My Banjo on My Knee.” The second orphanage 
is run by a man who felt sorry for children. He has a 
hundred. They are sick, and they are deaf, and they are 
feeble minded, and they are crippled. They are under a roof, 
and that’s all. They have two hops of rice a day, and that 
is their diet. 

I believe I could tell you the story best medically if I 
could get you to visualize a town of 25,000—White Plains, 
New York, Alton, Illinois, any place about the country of 
that size. The plumbing is out. One-fourth of the houses are 
destroyed. One-fourth are in ruins. There is no water supply 
except what you carry. In that town, there are 1,400 patients 
with tuberculosis. Five hundred of them are actively ill. 
Ninety per cent of the population has intestinal parasites. 
They are all cold and all hungry, and you are the one doctor 
to meet the need. There are 815 doctors, not trained by our 
standards, but graduates of the Japanese schools, responsible 
for 19 million civilians, and that is 1 to 25,000. There are 
55,000 cases of leprosy in Korea. Public health is the best 
of all the government agencies, because, at the end of the 
war, General Steve Simmons brought twelve young Korean 
physicians over here, and, under Rockefeller fellowships, they 
trained in public health at Hopkins, Michigan and Harvard. 
With them and UNIPAC, Korean medical police, they have 
controlled to more than 95 per cent typhoid, smallpox, 
typhus, and malaria. 

I would like to say a word about the Korean people. It 
has been said they are the Irish of the Orient. To have a 
people that are hungry and that are meeting the needs of 80 
per cent of the front lines and fighting next to troops who 
have meat three times a day and steak three times a week 
and all the ice cream they can eat, and to be on 3,200 
calories with rice and a side dish, which is usually cabbage 
or Korean turnips, and meat or fish twice a month, and still 
love the man that you fight next to, and still keep your sense 
oi humor, shows the heart of those people. I said to one 
Korean, “They tell me you Koreans are the Irish of the 
Orient,” and his response was, “Whoever told you that is 
Wrong. The Irish are the Koreans oi Europe.” To me, they 
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are a cross between the Greeks and the Israelis and the Finns 
and the Irish put together, with the American spirit added. 
General Ryan, General Taylor, or anyone there will tell you 
that there is no greater fighting man in the world today than 
the Korean. General Pack, the Commanding General who 
was here in New York last week, is 32 years old, four stars, 
and he held Seoul in the early days. He said, “Early days 
they say Korean coward, he run. Korean have five days’ 
training when he go to front line. He never see tank. He 
never see artillery. Korean trained today. He no run.” 

I think that I have never been as proud in my life to be 
an American doctor as I was in Korea, not only because of 
the greatest record of all time in the care of the troops and 
the care of the wounded, but there isn’t a doctor on duty 
there who is not teaching in one of the medical schools, who 
is not working in an orphanage or a children’s clinic or some 
place after hours, because he is an American doctor and 
because he feels for these people. In going through pro- 
vincial hospital after provincial hospital, 1 found patients on 
the floor on blankets, perhaps one or two doctors, and doctors 
and nurses working 16 hours a day, seven days a week, and 
going home for their meals. I never heard a child cry or a 
patient groan in pain or saw a patient vomit who was not 
receiving attention. I never heard a Korean say but one 
thing, “If you will help us off our knees, we will take care 
of ourselves and we will fight to the last man to defend our 
country for freedom and against Communism, but we have 
to build our fertilizing plants and we have to get our fisheries 
going to stand on our own feet.” I believe that we shall 
never be able to give anything to Korea. I think that any- 
thing that we send will only be a small token payment on 
the debt that we owe to the people of this country who, after 
50 years of Japanese domination and five years of freedom, 
accepted the torch to defend themselves against Communism. 
I think that we in medicine have a particular role and a 
particular opportunity, because it is our job to bind the 
wounds of war and bind the wounds of a country when it 
comes to making the peace. 

There are six medical schools in Korea, and only two are 
just opening. There are no books, there is no equipment, 
there is nothing but a desire to learn. Through the cooperation 
of General Armstrong, books and magazines and equipment, 
anything that you may have, can be shipped to Kormed, 
Alameda Army Depot, Alameda, California, and it will be 
shipped on to our colleagues in Korea. Through the efforts 
and understanding of your President, our President, the World 
Medical Association has taken the Korean medical profession 
under its wing, and already the pharmaceutical houses, 
through the World Medical Association and through our own 
American-Korean Foundation, has shipped more than 20 tons 
of drugs to Korea, and they are making all of their publica- 
tions available in quantity for every Korean doctor, 

Next week, the President has proclaimed Korean Week, 
and every governor in every state has proclaimed it in his 
state, so that we in America can show the people in Korea 
how we feel about them as person to person. We have to do 
as much as the GI has done. He started calling them Goofs, 
and now he calls them Buddies. As one boy said to me in 
a hospital, “I have told my family not to send me any more 
food packages, but to send me something for the families of 
my Korean friends.” I think that we in medicine in America 
should send the message to our colleagues in Korea that we 
are with them, that we want to help them. It will mean much, 
for once this war is over, I think at long last in Korea we 
will have a chance to win the peace, and we in medicine 
have a great opportunity and a great privilege to take part 
in such winning. 


Presentation and Addresses of Student A. M. A. Delegates 

Mr. Russell F. Staudacher, Executive Secretary, Student 
American Medical Association, escorted to the rostrum Mr. 
Charles J. McGaff and Mr. Joseph E. Mason, delegates of the 
Student organization to the House of Delegates. The Speaker 
introduced Mr. McGaff, who addressed the House as follows: 
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Mr. Speaker, Mr. President, Members of the House of 
Delegates, and Friends: The Student American Medical Asso- 
ciation appreciates, as always, the privilege of attending your 
meeting of the House of Delegates. We also appreciate this 
opportunity to tell you that the young association which you 
so generously helped into being less than three years ago now 
has 64 chapters in the nation’s 79 medical schools, and we 
represent now more than 16,000 dues-paying members. The 
Student American Medical Association’s financial picture has 
also brightened with our other successes, and as of the end of 
our fiscal year, June 30, 1953, we will have sufficient assets 
to repay all of the obligations and loans incurred during these 
first years. However, rather than deplete our treasury, the 
Executive Council of the Student American Medical Associa- 
tion has decided to repay our obligations in installments. 
Therefore, it gives me great pleasure to present this check for 
$10,000 to the American Medical Association in partial pay- 
ment for the generous assistance it has so freely given our 
fast-growing organization. Thank you very much! 

Mr. Joseph E. Mason was introduced by the Speaker and 
offered the following remarks: 

Mr. Speaker: 1 am very happy to be here and feel most 
privileged to have the opportunity to represent the Student 
American Medical Association at this convention. In turn, 
I would like to invite you to attend our national convention 
to be held in Chicago on June 15, 16, and 17 at the Edgewater 
Beach Hotel. We only hope that we can show you just a 
fraction of the hospitality, friendliness and cooperation which 
has been tendered us since our arrival here. May I also add 
that Mr. McGaff and myself will be most happy to discuss any 
of the numerous functions of the Student American Medical 
Association with you. In closing, I would like to take this 
opportunity to wish you a most successful and profitable con- 
vention. Thank you! 


Address of the President-Elect, Dr. Edward J. McCormick 

Dr. Edward J. McCormick, President-Elect, presented the 
following address, which was referred to the Reference Com- 
mittee on Reports of Officers: 

Mr. Speaker, Dr. Bauer, Distinguished Guests, Officers, and 
Members of the House of Delegates of the American Medical 
Association: Because of the many problems to be studied and 
considered at this session, the remarks of your incoming presi- 
dent will be brief. I am grateful to you who have elevated 
me to high office. I am humble, because I can look back at a 
long line of America’s most distinguished physicians who have 
preceded me as President. The history of our organization, 
and its accomplishments, testify to the quality of its leadership 
through the years. As a member of this House, its councils 
and committees, and of the Board of Trustees, I have had 
ample opportunity to learn and to know the aims and pur- 
poses of American medicine. Like most of you, I have spent 
countless days and hours and have traveled thousands of miles 
in the interest of the American Medical Association’s policies 
as defined by you—the representatives from our states and 
territories, the representatives of 140,000 physicians. 

With the thought in mind that most medical problems have 
been studied in the course of the century, it would seem diffi- 
cult, if not impossible, for a President-Elect to suggest a new 
program. Nor is such a course necessary. The important con- 
sideration is to~strive to perfect the movements already initi- 
ated. The American Medical Association is a great organiza- 
tion. We have made rapid strides in the past ten years. All 
departments and councils have been expanded. The Councils on 
Medical Service, Rural Health, and National Emergency Medi- 
cal Service, the Committees on Research, Mental Health, and 
Blood, the Washington Office and the Department of Public 
Relations all have come into being in the last decade. With 
the aid of a competent headquarters staff, our various councils 
and committees have considered virtually every scientific and 
economic facet of medicine. This increased activity has resulted 
in increased national prestige and in heavier demands on the 
officers and trustees. It has been matched by a rapid growth 
in the activities of state and county societies. This has necessi- 
tated better liaison between the national association and local 
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medical groups. We have added field men to our staff, and 
all department heads, officers, and trustees are doing more 
traveling to meet with constituent and component societies. 
To me, this phenomenal progress is the result of intelligent 
and fearless leadership in this House and in each and every 
state and county society. I am relying on the continuation of 
this leadership to make my administration comparable in prog- 
ress with those that have preceded me during recent years. 

I would like to make a few suggestions today in the hope 
that you will consider them favorably and take them home to 
your state societies. These ideas are not new, but their further 
development will solve many of medicine’s problems and elimi- 
nate much of the criticism to which we are subjected. 

(1) The distribution of doctors is a problem. Much has been 
done by medical organizations to solve it. Placement services 
are now in existence in 37 states. Of these, 32 are operated 
by medical societies. Other societies have set up successful 
scholarship programs for young men and women willing to 
return to general practice in the rural areas of their states. 
It is important to the future of medicine that every community 
have access to a physician. Medicine must actively aid those 
communities which are trying to attract doctors by building 
modern facilities for them. 

(2) Whenever one speaks to persons about medical service, 
the availability of physicians enters the conversation. Over 600 
of our county medical sccieties now have 24-hour emergency 
call services. I urge all others to support such a system. The 
importance of this activity is self-evident. 

(3) Every medical society must have a strong and fearless 
mediation committee to hear patients’ complaints. Those must 
not be whitewash committees. They must be true to the pur- 
pose of their founding by reprimanding and disciplining phy- 
sicians found guilty of exploiting their patients. Only in this 
way can public confidence in medicine be maintained. 

(4) Physician and hospital relationships must be clarified 
and steps taken toward mutual cooperation. The Board of 
Trustees has done much work on this problem during the 
past year. I advise the formation of physician-hospital com- 
mittees by state and county medical societies to work toward 
better relations in local communities. This has already been 
done with some success in Massachusetts, Connecticut, and 
other states. 

(5) Every county society should become an active unit in 
the nationwide effort to develop and expand voluntary health 
insurance. We must find ways of providing protection against 
catastrophic illness and coverage for older age groups. 

(6) Too many physicians have been isolationists within 
their communities. Local societies should encourage each in- 
dividual member to participate in some civic undertaking. We 
physicians should be rendering health leadership in all service 
clubs, fraternal organizations, Parent-Teacher Association 
groups, church associations, and unions. We cannot expect 
these organizations to be interested in our problems if we 
are not interested in theirs. We must rub elbows on a social 
and organizational basis with persons outside the profession. 

(7) Continued emphasis should be placed on improving the 
public relations techniques of individual physicians. Every 
doctor must be brought to realize that public relations begins 
in his or her office—that the way in which they treat patients 
reflects for good or ill on the entire profession. Medical so- 
cieties are frequently hampered in their efforts to build public 
understanding by the doctor who overcharges, the doctor who 
rudely refuses to answer a night call no matter how urgent, 
or the doctor who keeps patients waiting for hours in his 
reception room without any explanation. 

(8) There are some newspaper and radio people who /hon- 
estly believe some of the untruthful charges which have been 
made against medicine. All county and state societies should 
make continued efforts to develop a close association with 
writers for press, radio, and television. Through frank, thor- 
ough discussion of medicine’s problems and what is being 
done about them, these people can often be transformed into 
working allies for medicine’s cause. We often find we have 
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been striving for the same goals and that our distrust of each 
other has been based solely on misunderstanding. 

(9) There is a need for unity within the profession. A few 
years ago, When we had to close ranks and fight shoulder 
to shoulder against an immediate threat of compulsory health 
insurance, we worked as a team. With some of this pressure 
off, | have noticed a distressing regression toward petty in- 
ternal wrangling, charges and countercharges, and divisive 
activities by various groups within the profession. 

Constructive criticism has a universally recognized place 
within any democratic group. I always respect a man who 
stands up on the floor of this House of Delegates and in ring- 
ing tones announces his beliefs. I expect every man to vote 
according to his principles. I believe that different opinions 
should be given ample opportunity to be heard before the 
various reference committees of the House. Certainly I know 
that every letter written by a member or a delegate to the 
Secretary and General Manager or the Board of Trustees is 
given respectful attention. This same atmosphere should pre- 
vail in our county and state societies, for only by allowing 
free expression of opinion can progress be made. Once this 
House has voted on an issue, however, I believe we should 
understand that the democratic process has had its way and 
the majority has ruled. If we believe in democracy, we have 
to be prepared to accept with good grace a decision contrary 
to that we would have preferred. This does not mean we 
cannot continue to work for our beliefs. We should work for 
them in an orderly fashion within the ranks of organized 
medicine, and we should encourage all physicians to work 
for change in this way. Quiet persuasion can be a potent force. 
On the other hand, violent charges in the public press and 
uninformed testimony before Congress are destructive rather 
than constructive tactics. 

As members of the House of Delegates of the American 
Medical Association, and as officers and trustees of this great- 
est of all medical organizations, we must at all times be con- 
scious of our twin roles as physicians and statesmen. We must 
be concerned first and always with what is best for the public 
and for the profession as a whole, not with what is best for 
our own particular interests. We must speak with the tongue 
of reason and the courtesy of gentlemen, and we must base 
our statements on fact. If we adopt this attitude, and en- 
courage other physicians to do likewise, perhaps the medical 
profession can continue to pull as a team. Certainly we shall 
make more progress that way. 

In closing, may I repeat the pledge I made to you a year 
ago—that I shall devote myself with singleness of purpose 
in the coming year to serving you and, in serving you, to 
advance the ethical standards of American medicine and pro- 
mote the public health and welfare. : 


Report of Reference Committee on Reports of Officers 

Dr. George A. Woodhouse, member, presented for Dr. 
Wyman D. Barrett, Chairman, the following report, which 
was adopted: ; 

In the first official appearance of Dr. McCormick before 
the House, he presented many problems to be studied and 
considered. His remarks were pointed, and his suggestions for 
future accomplishment were sound. He outlined the activities 
of the American Medical Association and its various com- 
ponent parts and then presented for the consideration of the 
House a number of pertinent suggestions which will be dis- 
cussed by your committee. 

(1) The necessity for providing additional placement serv- 
ices in certain sections of the country, to be operated by state 
or local medical societies, and the scholarship training pro- 
grams of state societies were pointed out so that if possible 
every community will have access to a physician. 

(2) Your committee recommends that the twenty-four hour 
emergency call service be extended throughout the country 
whenever possible. 

(3) Each county medical society should immediately set up 
“Mediation Committees” to hear patients’ complaints. Your 
committee suggests that the title “Mediation Committee” in- 
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stead of “Grievance Committee” be adopted as the terminol- 
ogy. 

(4) Dr. McCormick’s suggestion of the physician-hospital 
relationship being clarified would be best handled by, as he 
suggested, a liaison physician-hospital committee at the state 
and county levels. 

(5) It is recommended by your committee that each county 
medical society take an active interest in developing and ex- 
panding the voluntary health insurance program. 

(6) The recommendation that the profession become more 
interested in all local activities is excellent and is approved 
by your committee. 

(7) A keystone of the problem of public relations between 
the profession and the public rests in the office of the in- 
dividual doctor and his contact with his patients. 

(8) Your committee is of the opinion that publicity and 
press relations committees should be set up in all state and 
county medical societies that have not done so. In this man- 
ner, only proper information will be released to the public. 

(9) Your committee agrees that there is need for unity 
within the profession and this can be accomplished by better 
ethical and professional relations. Individual physicians have 
the prerogative of disagreeing with decisions made by the 
House of Delegates at any time. However, their criticism 
should be of a constructive nature. 

After reviewing the address of Dr. McCormick, your com- 
mittee is of the opinion that his projected program for the 
ensuing year will provide the American Medical Association 
with continued outstanding leadership. 


Report and Supplementary Report of Board of Trustees 

Dr. Dwight H. Murray, Chairman, presented the following 
report of the Board of Trustees (see THE JouRNAL, April 25, 
1953, pages 1495-1497, for the Financial Statement and Treas- 
urer’s and Auditor’s reports) which was referred to reference 
committees as follows: 

To the Reference Committee on Reports of Board of Trus- 
tees and Secretary: Financial Statement; Dues of the Associ- 
ation under the heading Report on Matters Referred by House 
of Delegates; St. Louis Meeting; Treasurer’s Report; Auditor’s 
Report, and Appreciation. 

To the Reference Committee on Medical Education and 
Hospitals: Resolutions on Problems of Accrediting Nursing 
Schools; Resolution on Definition of Medical and Dental 
Services; Hospital-Physician Relationships. 

To the Reference Committee on Insurance and Medical 
Service: Resolution on Responsibility of the Government in 
the Medical Care of the Citizen; Professional Liability In- 
surance; Liaison Committee to Organizations Concerned with 
the Care of Veterans. 

To the Reference Committee on Miscellaneous Business: 
Report of Committee for the Study of Relations Between 
Osteopathy and Medicine. 

Except for the item on Dues of the Association, no refer- 
ence was made of the Report on Matters Referred by the 
House of Delegates. 


REPORT ON MATTERS REFERRED BY THE HOUSE OF 
DELEGATES 


Resolutions: The following resolutions, adopted by the House 
of Delegates in December, 1952, were referred, in accordance 
with recommendations of the House, to the councils or com- 
mittees indicated: 

(1) Two resolutions on the subject of medical malpractice 
liability insurance, one introduced by Dr. Herbert P. Ramsey, 
District of Columbia, and the other by Dr. J. P. Culpepper, 
Mississippi, to the Council on Medical Service; 

(2) Resolutions on funding of policies of the House of Dele- 
gates, introduced by Dr. Ralph A. Johnson, Michigan, to the 
Council on Constitution and Bylaws; 


(3) A substitute resolution on responsibility of government 
in the medical care of the citizen, introduced by Dr. Russel V. 
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Lee, Section on Military Medicine, to the Council on Medical 
Service; 

(4) A resolution on establishment of a permanent bureau to 
deal with problems concerned with the relationships between 
physicians and lay technical workers in auxiliary fields of medi- 
cine, introduced by Dr. Frank H. Krusen, Section on Physical 
Medicine and Rehabilitation, for that section and for the dele- 
gates of seven other sections, to a committee composed of 
representatives of the Board of Trustees and the Council on 
Medical Education and Hospitals which is studying the whole 
question of relations between physicians and professional, non- 
physician groups; and 

(5) A substitute resolution for the resolution on the problem 
of accrediting nursing schools introduced by Dr. Wendell C. 
Stover, Indiana, to the Joint Commission for the Improvement 
of the Care of the Patient. 

Final reports have not as yet been received on these matters 
but it is hoped that they will be available in time to be included 
in a supplementary report of the Board to the House. 

Dues of Association: In December, 1952, the House of 
Delegates adopted the following recommendation of the Refer- 
ence Committee on Miscellaneous Business on the subject of 
billing and collecting American Medical Association dues: 

Your committee believes that there is considerably more dissatisfaction 
with the present rate than has been brought to the attention of the Board 
of Trustees. Apparently this rate of 1% does not cover the cost of billing 
and collection of dues, especially in those states with a large member- 
ship. Your committee suggests that the Board of Trustees give serious 


consideration to the establishment of a sliding scale of payment to take 
care of the differences in these costs. 


It is believed that the present rate of 1 per cent does not 
cover the cost of billing and collecting Association dues in 
many state societies; in others, however, it is adequate. From 
what the Board of Trustees can learn, the methods of collecting 
the dues in the various state societies have been improved con- 
siderably and the work involved has been greatly reduced. Fur- 
thermore, it is believed that with time this can be lessened to 
a point where some evaluation can be made on a sound basis. 
At the present time it is thought that possible short-cuts to col- 
lecting have not been exhausted in some of the states. Several 
societies bill members separately for American Medical Asso- 
ciation dues; others have elaborate systems of bookkeeping. 
These methods, of course, increase the expense. 

The Board of Trustees asks the indulgence of the House of 
Delegates for a further period of experimentation before any 
definite system is established relative to the billing and collect- 
ing of dues for the parent organization. 

Definition of Medical and Dental Services: The resolution 
on the definition of medical and dental services, introduced by 
Dr. Gordon F. Harkness, Section on Laryngology, Otology and 
Rhinology, was given serious consideration by the Board of 
Trustees and a committee was appointed to study the matter. 
A meeting was held on March 21 with several representatives 
of the Board of Oral (Dental) Surgery of the American Dental 
Association in an effort to arrive at an equitable solution to 
this problem. A statement on the results of the meeting will be 
presented by the Board of Trustees in a supplementary report. 

Federal Medical Services: As recommended by the House of 
Delegates in its adoption of the report of the Reference Com- 
mittee on Insurance and Medical Service, the Board of Trus- 
tees appointed a committee composed of Drs. E. S. Hamilton, 
Chairman, W. B. Martin, James R. McVay, Louis M. Orr II, 
and J. D. McCarthy, with E. L. Henderson as consultant, to 
confer with representatives of the veterans’ organizations, the 
American Dental Association, the American Hospital Associa- 
tion, the Department of Defense, and the Veterans Adminis- 
tration in an effort to resolve the problem of the medical care 
and hospitalization of veterans with non-service-connected dis- 
abilities. 

A meeting of this committee with representatives of several 
interested organizations was held in Washington, D. C., on 
March 1. A report on the proceedings will be incorporated in 
the supplementary report of the Board. 

Prerequisite for Specialty Board Certification: In his address 
before the House of Delegates in December, 1952, Dr. Louis 
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H. Bauer, President, recommended the appointment by the 
Board of Trustees of a committee to confer with a committee 
from the Advisory Board for Medical Specialties to learn 
whether some change can be made to increase the number of 
general practitioners. 

A resolution, similar in intent, suggesting that the Speaker 
of the House appoint a committee to study the possibility of 
requiring one or more years’ service in general practice as a 
prerequisite to specialty board certification was introduced by 
Dr. A. C. Scott Jr., Texas. 


Both recommendations were adopted by the House of Dele- 
gates and, in accordance with the directives of the House, its 
Speaker and the Board of Trustees selected the following com- 
mittee to study the problem: Drs. A. C. Scott Jr., Texas; Eli §, 
Jones, Indiana; Norman S. Moore, New York; and ex officio, 
F. J. L. Blasingame and David B. Allman, Trustees. 

Medical Specialty Boards: The statement adopted by the 
House of Delegates in December, 1952, reiterating its position 
previously established with respect to the recognition and ap- 
proval of only one certifying board in each of the specialties 
of medicine, was, in accordance with the recommendation of 
the Reference Committee on Medical Education and Hospitals, 
transm‘tted to the Advisory Board for Medical Specialties, the 
individual specialty boards, the American College of Surgeons, 
and the International College of Surgecns. 

Privilege Tax by Hospitals: The action of the House of Dele- 
gates in condemning the practice of requiring all physicans 
using a hospital to pay to it a certain percentage of their fees 
received from hospitalized patients, brought to the attention of 
the House by the Judicial Council in its report in December, 
1952, was referred to the American Hospital Association for 
dissemination to its membership. 

In some instances throughout the above report it has been 
indicated that a statement on a subject will be presented as a 
part of the supplementary report of the Board of Trustees. 
This is necessitated by the fact that the study groups were still 
working on the projects referred to them and have not had 
sufficient time to prepare a final report for action by the Board 
of Trustees prior to the publication date of the Handbook. 


St. Louis SESSION , 

The St. Louis Medical Society nominated Dr. Llewellyn 
Sale Sr. as General Chairman of the Local Committee on 
Arrangements for the St. Louis meeting to be held Dec. 1-4, 
1953, and the Board of Trustees unanimously confirmed the 


nomination. 
APPRECIATION 


I should like to express my appreciation to the members of 
the Board of Trustees for their diligent efforts in their con- 
sideration of the multiple and complex problems of the Associ- 
ation which have been referred to them in the past year. Meet- 
ings are becoming more numerous and longer, and the number 
of committee appointments for each member of the Board is 
increasing. The time and effort spent by the members of the 
Board is a great service to medicine. I should like also to call 
the attention of the members of the House of Delegates to 
the amount of travel and time put in by our President, who, 
as President-Elect, traveled over 50,000 miles and as Presi- 
dent, 100,000 miles. During that time he has visited 32 states, 
some of them more than once, and 21 countries. The Presi- 
dent-Elect has traveled many thousands of miles; he has 
visited 18 states, some of them two or three times. The 
Secretary and General Manager has also spent much of his 
time in travel and has visited a number of state societies at 
their annual meetings, as well as societies which are associated 
with the American Medical Association but are not constituent 
or component societies thereof. I wish to call the attention of 
the House of Delegates to the effort that is being put forth by 
your Association to carry information on medical problems 
to the four corners of the United States and to the countries 
of the world. 

With increasing responsibilities of the Association, in like 
manner the duties and responsibilities of the staff have in- 
creased. The staff at all times has very willingly rendered 
prompt and capable service to the general officers. Such 
assistance is duly appreciated by those whom they serve. 
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Report of Reference Committee on Reports of 
Board of Trustees and Secretary 

Dr. H. Russell Brown, Chairman, presented the following 
report, Which was adopied: 

Financial Statement in Report of Board of Trustees: Your 
committee views with approval the excellent financial con- 
dition of the Association and particularly the improved col- 
jection of dues during 1952. While there has been a marked 
increase in material, labor, and salary costs during the past 
year, your committee believes that the Board of Trustees 
should be commended for the excellent financial result in the 
management of funds. This committee notes with concern, 
however, the increased expenditures during 1952 of the Coun- 
cils, Bureaus, and related activities, and urges the Board of 
Trustees to evaluate carefully the increases in their budgets. 
The accounts of the Association have been audited in the 
proper manner by an independent accounting agency. 

Dues of the Association: Your committee recognizes a di- 
vergence of opinion among state medical associations regard- 
ing methods and costs in the collection of American Medical 
Association dues. It believes that the Board of Trustees should 
be granted its request “for a further period of experimentation 
before any definite system is established relative to the billing 
and collection of dues for the parent organization.” 

St. Louis Session: Your reference committee notes with 
satisfaction the report of the Board of Trustees regarding 
arrangements for the St. Louis session. 

Supplementary Report of the Board of Trustees on Appreci- 
ation, Presented by Its Chairman, Dr. Murray: Your commit- 
tee concurs wholeheartedly with the report and wishes to add 
its approval of the excellent work done by the Board of 
Trustees, general officers, Secretary and General Manager, 
and staff of the Association. 


RESOLUTIONS ON PROBLEM OF ACCREDITING NURSING 
SCHOOLS 

In accordance with the recommendation of the Reference 
Committee on Medical Education and Hospitals adopted by 
the House of Delegates in December, 1952, the Board of 
Trustees referred the substitute Resolutions on Problem of 
Accrediting Nursing Schools to the Commission for the Im- 
provement of the Care of the Patient for consideration and 
Teport. 

The American Medical Association’s representatives on the 
Joint Commission, together with the Director of the Accredi- 
tation Program of the National League for Nursing, Inc., and 
a representative of the American Hospital Association, met in 
Chicago on Feb. 8. The Committee met again on March 6 
and 7 to review the problem presented by the resolution. Con- 
sideration was given to facts and figures on the number of 
available nurses, the Accreditation Program of the National 
League for Nursing, the number ‘of enrollments in nursing 
schools in the country, and the role of the trained practical 
nurse in the care of the sick, and the following recommenda- 
tions were made to the Board of Trustees: 

1. It is accepted by all groups that a shortage of nursing personnel 
exists, particularly in the field of bedside nursing. 


2. Your committee recommends the approval in principle of accredi- 
tation of nursing schools and recommends that your representatives on 
the Commission for the Improvement of the Care of the Patient keep the 
Trustees informed as to changing conditions and procedures. 


3. It recommends that the project be correlated with that of the Joint 
Commission on Accreditation of Hospitals, the method to be recommended 
by the Joint Commission after conferences with the representatives of the 
nursing groups, or that a special group made up of hospital administrators, 
Nurses, and doctors carry on the program. 

4. Conferences have been held in various parts of the country with state 
Nursing leaders in attendance. It is recommended that physicians, hos- 
Pital administrators, and members of hospital boards of trustees be invited 
0 participate in these conferences. 

5. In some instances where difficulties have arisen, informal conferences 
have been held with benefit to all. 

6. Your committee strongly reaffirms its recommendation of 1948 that 
the present three year program for diploma training courses be reduced 
to two years. 

7. In 1948 your committee recommended that provision be made and 
Credits allowed in selected cases for advancement from trained practical 
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nurse status to hospital diploma courses and from hospital diploma status 
to collegiate degree courses without loss of time. It strongly reaffirms its 
position. 

8. Your committee also recommends that the trained practical nurse 
program be a joint effort of doctors, hospital administrators, and nurses. 


The Board of Trustees has approved the report presented 
and wishes to submit the recommendations to the House of 
Delegates for its consideration and action. 


RESOLUTION ON DEFINITION OF MEDICAL AND DENTAL 
SERVICES 

At the meeting of the representatives of the Board of 
Trustees and the American Board of Oral Surgery (Dental), 
the American Dental Association and the American Hospital 
Association, held on March 21, 1953, for a discussion of the 
Resolution on Definition of Medical and Dental Services 
adopted by the House of Delegates in December, 1952, the 
following statement was approved by those in attendance. 
Subsequently it was approved by the Board of Trustees for 
presentation to the House of Delegates at this time with the 
recommendation that it be adopted: 

The position adopted by the representatives at the meeting on March 21 
was to the effect that the oral (dental) surgeon be assigned to the sur- 
gical service of a hospital and to perform such professional duties as the 
chief of the surgical service directed. The members of the American Board 
of Oral (Dental) Surgery stated that this plan was one which they drafted, 
similar to that of the Joint Commission on Accreditation of Hospitals 
and was fully satisfactory. 


HOSPITAL-PHYSICIAN RELATIONSHIPS 

I would like to give you a little background information 
on the report on hospital-physician relationships which the 
Board of Trustees wishes to submit at this time to the House 
of Delegates. 

In 1951 the Board appointed a committee to meet with 
representatives of the board of trustees of the American 
Hospital Association for a discussion of matters of mutual 
interest. During the past months several meetings have been 
held by representatives of the two organizations. At the last 
session, held on March 21, 1953, a statement on the question 
of hospital-physician relationships was prepared and approved 
by the representatives of the two groups and was also ap- 
proved by the Board of Trustees. The statement is submitted 
at this time to the House of Delegates for whatever action it 
wishes to take. 


REPORT OF THE JOINT COMMITTEE ON HOSPITAL-PHYSICIAN 
RELATIONSHIPS OF THE BOARDS OF TRUSTEES OF 
THE AMERICAN MEDICAL ASSOCIATION AND 
AMERICAN HOSPITAL ASSOCIATION 

Physicians and hospitals are both concerned with rendering 
medical care. Their first consideration is their desire to pro- 
mote the welfare of the patient and the community which they 
serve. Physicians are the individuals who provide medical 
care—whether it be in the home, the office, or the hospital. 
With the ever-increasing complexity of modern medical care, 
however, the role of the hospital in providing an organization 
and an environment in which the physician may care for 
patients is assuming increasing importance. 

Problems associated with the evaluation of services by 
hospitals and by physicians are different. It is possible to 
develop minimum standards in a hospital by which the ade- 
quacy, type, and quality of hospital service may be measured 
and compared and the cost per unit of service determined. 
It is much more difficult to evaluate the services of a physi- 
cian. Specialty boards have done much to improve the quality 
of service. Although a specialty board may find that an in- 
dividual has had good training and that he is capable of carry- 
ing out certain procedures, it cannot know what is in his heart 
and soul, his sense of obligation, or degree of devotion to his 
duty. 

With the increase in size and complexity, care rendered in 
hospitals tends to become less personal. In an effort to over- 
come this, hospitals have striven to indoctrinate all associated 
with them in the desirability of developing a more individual 
touch. Medicine, on the other hand, by its very nature, is more 
personal. It is both a healing art and a science. These two 
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cannot be divorced without grave injury to medicine and to 
the quality of care received by patients both within and with- 
out the hospital. 

With the rapid advance of the science of medicine in the 
past fifty years, the importance of the art has been lost sight 
of by many. The tendency to put faith in the physical at- 
tributes of medicine—building, equipment, and technicians— 
has developed to an increasing degree a mechanistic rather 
than an intellectual and spiritual approach to medicine and 
its problems. One evidence of this has been an over-use of 
and over-dependence on technical procedures in hospitals at 
the penalty of increased operating costs and possible deteriora- 
tion in the quality of performance of these technical proce- 
dures. This fault does not lie alone at the door of hospitals, 
since physicians are responsible for the number and type of 
procedures ordered. It is, however, the result of our present 
operating procedures and illustrates the failure to integrate 
adequately the administrative and professional aspects of the 
hospitals. 

On the other hand, the idea that a hospital should be 
merely a physician’s workshop and supply the facilities and 
tools to allow him to work unhampered by restrictions is 
untenable. These tools are too numerous, too unwieldy, and 
too expensive. Their use needs the coordinated efforts of many 
persons—nurses, dietitians, technicians of all kinds—as well 
as those of a physician or physicians. Their proper use still 
requires the fine discrimination in their selection and applica- 
tion that only a physician can supply. 

The administrator, under the direction of a governing board, 
has the primary responsibility of running a good hospital in 
which good medical care is provided. He is concerned with 
costs, personnel, housekeeping, maintenance, and expansion 
of facilities, as well as with the medical care provided in the 
institution. It is his responsibility to coordinate into a smooth- 
running whole the multiple activities of his institution. He 
looks to the board on the one hand and to the professonal 
staff on the other. Because of the nature of his position and 
his responsibilities, he looks more directly to the board. His 
worth, however, must be evaluated finally on the basis of how 
well he maintains a good hospital within available resources. 

The governing boards of hospitals are usually made up of 
men and women of demonstrated ability, occupying positions 
of prominence, who have evinced interest in community wel- 
fare. These persons add strength to the hospitals by their 
names, general knowledge of affairs, money-raising power, and 
prestige. They are not necessarily particularly informed as to 
the many intricate problems involved in the production of 
good medical care. While there are many who go deeply into 
the problem of hospital finances and management, few of 
them ever have the opportunity to make themselves familiar 
with the problems of medicine. The very nature of their 
assignment continues this segregation of thought. The board 
has frequent and often intimate contacts with the administra- 
tor and little or none with the professional staff or its repre- 
sentatives. If they have opinions on medical matters, they are 
likely to be gained from their personal medical advisor or by 
casual contacts at social gatherings or on the golf course. It 
follows, therefore, through no fault of his own, that the 
administrator may have undue influence with the board in 
professional matters as well as those that properly come 
within his province. 

Misunderstandings between hospital management and the 
medical profession arise from fears concerning each other. 
Some of these are reasonable and some are unreasonable. 
Some arise from conflicts of personality in particular institu- 
tions. These differences have been aggravated by certain 
general trends and by proposals coming from within and with- 
out the ranks of those providing medical care. A physician 
desires to maintain and strengthen the art of medicine as well 
as promote the greatest possible advance in the science of 
medicine. He sees medicine more and more mechanized and 
coming more and more under the direction of administrators 
and boards in hospitals. 

The administrator and the board are concerned not only 
with the over-all quality and quantity of service rendered by 
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hospitals but also with the financial integrity of their instity. 
tion. Certain of the factors involved in the production of good 
medical service come directly and properly under their con. 
trol. They may be disturbed, however, by dissension in the 
professional staff, by clique or favoritism, or by failure of the 
staff to maintain a high quality of professional service. Hence, 
they may be tempted to interfere with professional contro! or 
professional practice. It should be noted that in the past pro- 
fessional standards have been raised substantially through the 
influence of professional groups and by the action of special 
committees of the professional staffs of individual hospitals, 
It would seem unnecessary to state that in a learned and 
highly technical profession the true qualifications of a member 
can only be judged by other members of the same profession, 
The administrator and the board are also troubled at times 
by multiple and unreasonable demands made on them by the 
professional staff. This often arises from lack of understanding 
on the part of the staff members of the total responsibility of 
the administrator and the total load on the resources of the 
hospital. 

It is a basic principle that hospital governing boards and 
administrators should not attempt to tell physicians how to 
practice medicine but rather must see that the hospital medical 
staff organizes to provide a framework for staff self-govern- 
ment which will maintain and improve the quality of medical 
care in the hospital. 

Physicians, on their part, must understand that the hospital 
governing board is legally and morally responsible for the 
entire operation of the hospital. The medical staff is re- 
sponsible to the governing board for proper medical care in 
the hospital. 

The medical profession has provided leadership in im- 
proving the quality of care in hospitals. Such efforts, however, 
do not always receive the support of every member of the 
hospital medical staff. The authority of the hospital governing 
board and administrator may be used to enforce rules not 
complied with by individual members of the staff, although 
the rules have been developed and approved by vote of the 
organized medical staff. This authority of the hospital govern- 
ing board and administrator, when in proper focus, has been 
an important force in improving the quality of care in the 
hospitals of this country. 

Lack of understanding and appreciation of these important 
relationships has caused much criticism and irritation between 
the members of the hospital governing board, the medical 
staff and the administrator. 

A continued increase in the utilization by hospitals of full- 
time professional men has disturbed many physicians. In the 
early days of radiology and pathology, this did not seem a 
threat to the profession. With the great increase in these 
services and the advent of anesthesiology, physical medicine, 
cardiology, and other specialties, this threat and the possibility 
of friction has increased. The practice in certain hospitals of 
engaging full-time obstetricians, surgeons, and other specialists 
has stirred this alarm further. The trend toward a situation, 
however, where hospitals with a complete full-time staff are 
engaged in the practice of medicine for a fee, is a matter of 
concern to many physicians. The profession justly feels that 
it may lose its independence and become merely a group of 
high-grade technicians, however respected or highly paid. 
There are many who believe that a group of physicians work- 
ing full time, under a lay board, will not produce the best of 
medical care. There are, however, those in the profession who 
support the principle of “full time” as a means of providing 
good medical care in a hospital. 

Recognizing the intimate relationship and mutual problems, 
it follows, then, that there must be a clear and well-defined 
division of responsibility between the professional staff and 
the governing board of the hospital. Since they are mutually 
dependent on each other in providing good care in the hos- 
pital, they should be mutually assured by methods of organ- 
zation that neither can encroach on the proper domain of the 
other. If all board members, administrators, and physicians 
were saints, possessed of infallible judgment, perfect in their 
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training and beyond reproach in their actions, there would be 
no problem. Since these assumptions are not true, it is neces- 
sary to adjust their relationship on a basis that will maintain 
the prerogatives of each. To accomplish cooperation and 
understanding, there must be a free flow of information and 
ideas between the professional staff, the administrative head, 
and the governing board. Each must accept the primacy of 
the other in certain fields and all must recognize their inter- 
dependence in accomplishing their primary objective. Physi- 
cians must become familiar with problems of hospital ad- 
ministration and financing. If they do, they will be more 
understanding and cooperative in conserving the hospital re- 
sources and less demanding in their own requirements. They 
will also be a much more effective instrument in gaining for 
a hospital community support for its proper operation. 

In order to accomplish these objectives, some mechanism 
must be set up that will bring into frequent and close contact 
the partners in the hospital endeavor, the administrator, the 
governing board and the professional staff. It is also necessary 
that the relationship between physicians and hospitals be 
clearly defined and, as a guide toward this aim the following 
principles are recommended: 


1. The general purpose of hospitals and physicians is to aid each other 
in the delivery of the best possible medical care to patients. To attain 
such a purpose requires full cooperation among medical staffs, governing 
boards and administrative heads of hospitals. One important method of 
attaining this objective is that duly designated representatives of the medi- 
cal staff shall have free and direct access to the governing board with 
due consideration to the position of the administrator as chief executive 
officer of the hospital. The various methods by which the medical staff 
may have access to the hospital governing board follow. These methods 
are not listed in the order of their desirability, and there may be other 
acceptable liaison plans developed depending on local conditions. 

(A) The executive committee of the medical staff and a committee of 
the governing board with the hospital administrator can serve as a joint 
committee. 

(B) Representatives of the medical staff can serve as members of 
the medical staff committee of the governing board with the hospital 
administrator. 

(C) Representatives elected by the medical staff can attend meetings 
of the hospital governing board. 

(D) Members of the medical staff can be members of the hospital 
governing board. 

2. The professional evaluation of chiefs of service and members of the 
medical staff should be the responsibility of the medical profession. The 
method of selection of these individuals must be subject to local arrange- 
ment and local conditions. In any such arrangement, however, the prin- 
ciple of the freedom of the staff to make recommendations, subject to 
the approval of the hospital governing board, should be recognized. 

3. The medical profession and the hospitals recognize that certain special 
services, such as, anesthesiology, pathology, radiology, and physical medi- 
cine are integral parts of the practice of medicine and of the services 
necessary for hospital patients. Physicians in these fields should have the 
professional status of other members of the medical staff. Chiefs in these 
specialties must assume also the administrative responsibilities and rela- 
tionships customarily associated with such positions. 

4. The right of an individual to develop the terms of his services on the 
basis of local conditions and needs is recognized, but such contractual 
arrangements should in all cases ensure (a) the policy of professional 
incentive for the physician, and (b) progressive development of the hos- 
pital departments involved, in order that increasingly improved services 
0 patients may be rendered. Moreover, a physician shalJl not dispose of 
his professional attainments or services to any hospital, lay body, organi- 
zation, group, or individual, by whatever name called, or however organ- 
zed, under terms or conditions which permit exploitation of the patient, 
the hospital, or the physician. 

5. The chief of a hospital department may have access to financial 
information regarding his department. 

6. It is desirable that means should be provided at local, state, and 
national levels for review of problems of individual hospital-physician 
relationship by organized medical and hospital groups. 


Report of Reference Committee on Medical Education 
and Hospitals 


Dr. H. B. Wright, Chairman, presented the following report, 
which was adopted: 

Supplementary Report of the Board of Trustees on the 
Problem of Accrediting Nursing Schools: The Board of 
Trustees having conferred with the Commission for the Im- 
provement of the Care of the Patient, the Director of the 
Accreditation Program of the National League for Nursing, 
Inc., and a representative of the American Hospital Associ- 
ation, agreed to recommend an eight point program. Your 
Reference Committee would like to cite particularly Point 6, 
dealing with the recommendation to reduce the present three 
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year program for diploma training courses to two years, to 
Point 7, recommending selected cases for advancement from 
trained practical nurse status to hospital diploma courses, and 
from hospital diploma status to collegiate degree courses 
without loss of time, and to Point 8, in which the committee 
recommends that the trained practical nurse program be a 
joint effort of doctors, hospital administrators, and nurses. 
Your reference committee is in full accord with the supple- 
mentary report of the Board of Trustees and recommends its 
adoption. 

Supplementary Report of the Board of Trustees Concerning 
the Resolution on Definition of Medical and Dental Services: 
Following a meeting with the American Board of Oral Surgery 
(Dental), the American Dental Association, and the American 
Hospital Association, the agreed recommendation was as 
follows: 

The position adopted by the representatives at the meeting on March 21 
was to the effect that the oral (dental) surgeon be assigned to the sur- 
gical service of a hospital and to perform such professional duties as 
the chief of the surgical service directed. The members of the American 
Board of Oral (Dental) Surgery stated that this plan was one which they 
drafted, similar to that of the Joint Commission on Accreditation of 
Hospitals and was fully satisfactory. 


Your reference committee recommends that the word “the” 
preceding the phrase “surgical service of a hospital” be 
changed to the word “a” so that it would then read, “be 
assigned to a surgical service in a hospital.” 

Your reference committee further recommends that the 
following definition of a dental-oral surgeon be included in the 
report: 

Dental-oral surgery is to be limited to diseases of the teeth and jaws 
and lesions of contiguous soft tissues related to diseases of the teeth and 
jaws but excluding malignancies. 

Report of the Joint Committee on Hospital-Physician 
Relationships of the Board of Trustees of the American 
Medical Association and the American Hospital Association: 
This excellent report presents a general statement of the 
principles which in some respects are more specifically stated 
in the Guide to the Conduct of Physician-Hospital Relation- 
ships. Your reference committee recommends approval of this 


report. 


RESOLUTION ON RESPONSIBILITY OF THE GOVERNMENT 
IN THE MEDICAL CARE OF THE CITIZEN 


During the December, 1952, session of the House of 
Delegates Dr. Russel V. Lee, Section on Military Medicine, 
introduced a substitute resolution for one originally introduced 
by Dr. Eugene Hoffman, California. This substitute resolution 
read as follows: 

WHEREAS, There exists at the present time a state of confusion as to 


the extent to which government at various levels is committed to the 
provision of medical services; therefore be it 


Resolved, That the American Medical Association through its Board of 
Trustees at a national level and through its component societies at a state 
and local level call on local, state and federal governments for a precise 
definition of the area of governmental responsibility for the provision of 
personal medical services to various groups of people in our population. 


This resolution was referred by the Board to the Council 
on Medical Service for its consideration and reply. 

It is the opinion of the Council that the scope of this 
resolution is such as to involve three of the Council Commit- 
tees. These are: Committee on Federal Medical Services; 
Committee on Indigent Medical Care; Committee on Maternal 
and Child Care. 

The Council also calls attention to the fact that President 
Eisenhower, in his special message to the Congress, recom- 
mended the establishment of a Commission whose function 
would be to study and investigate all the activities in which 
federal aid is extended to state and local governments. Mr. 
Eisenhower, in his message, stated “the whole question of 
federal control of activities to which the federal government 
contributes must be examined.” Since there is every possibility 
that such a Commission will be established, it is the opinion 
of the Council that the development of a statement concerning 
the relation of local, state and federal governments in the 
provision of medical services to the individual should give 
consideration to the findings of such a Commission. 
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Also, in this connection mention is made of a subcommittee 
of the Ways and Means Committee of the House of Repre- 
sentatives, under the chairmanship of Representative Carl 
Curtis of Nebraska, which is studying the problem of social 
security. 

The work of the three committees of the Council on 
Medical Service, namely the Committee on Federal Medical 
Services, the Committee on Indigent Medical Care, and the 
Committee on Maternal and Child Care, plus the work of 
the Commission recommended by the President and the Sub- 
committee of which Representative Curtis is chairman, may 
be helpful in carrying out the purposes of this resolution. 


The Council has therefore requested its committees to 
review the resolution as it concerns their activities and to 
make a report when their studies are completed. In this the 
Board of Trustees concurs, and will transmit the report to 
the House of Delegates when it is received. 


PROFESSIONAL LIABILITY INSURANCE 


Two resolutions on professional liability insurance, adopted 
by the House of Delegates in December, 1952, were referred 
to the Council on Medical Service. The Council has submitted 
a preliminary report to the Board, which outlines not only 
what studies have been initiated but some of the many and 
complicated problems involved. Apparently it is the feeling 
of some members of the House that insurance rates for one 
state may be increased because of adverse experience in some 
other state. This understanding may be incorrect since the 
philosophy of rate-making bodies is to the end that premiums 
are designed to reflect the experience attributable to each 
class of risk in each rating jurisdiction. The Council on 
Medical Service has requested, and the Board has granted, 
permission to undertake further specific studies. The complex 
nature of many of these problems other than rates are such 
that a definitive report cannot be made to the House until a 
later date. 


LIAISON COMMITTEE TO ORGANIZATIONS CONCERNED 
WITH THE CARE OF VETERANS 

The following report, which I shall read in its entirety 
because of its importance, was submitted to the Board of 
Trustees by the Liaison Committee composed of Drs. Edwin 
S. Hamilton, Chairman; Walter B. Martin, James R. McVay, 
Joseph D. McCarthy, Louis M. Orr II, and E. L. Henderson, 
consultant, appointed to meet with various organizations con- 
cerning the provision of medical care and hospitalization for 
veterans with non-service-connected disabilities. The report 
was approved by the Board and is submitted at this time with 
the recommendation that it be adopted by the House of 
Delegates. 


REPORT OF LIAISON COMMITTEE TO ORGANIZATIONS 
CONCERNED WITH THE CARE OF VETERANS 


At the December, 1952, session of the House of Delegates 
of the American Medical Association a report of a Special 
Committee on Federal Medical Services was considered. In 
commenting on Part I of this report dealing with medical 
and hospitalization benefits for veterans with non-service- 
connected disabilities the Reference Committee on Insurance 
and Medical Service stated in part: 


The reference committee believes that the recommendation of the 
Special Committee “‘ that the provision of medical care and hos- 
pitalization in Veterans Administration hospitals for the remaining groups 
of veterans with non-service-connected disabilities be discontinued and that 
the responsibility for the care of such veterans revert to the individual 
and the community, where it rightfully belongs,’’ cannot be accomplished 
without the cooperation of Congress, veterans’ organizations, and the 
medical profession. Your reference committee, after conducting extensive 
hearings, is of the opinion that the only honorable, equitable, and reason- 
able way to approach this problem is to recommend to the House of 
Delegates that the American Medical Association, the veterans’ organi- 
zations, the American Dental Association, the American Hospital Asso- 
ciation, and representatives of the Department of Defense and the Veterans 
Administration sit down and try to reach reasonable conclusions for 
appropriate action from agreed upon data rather than take any pre- 
cipitate action now. 


This recommendation was adopted by the House of Dele- 
gates on Dec. 4, 1952, and was implemented by the Board 
of Trustees through the appointment of the subject committee. 
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In accordance with the recommendation of the House of 
Delegates the Committee met with representatives of the 
American Legion, American Hospital Association, American 
Dental Association, Veterans Administration, Public Health 
Service, and Department of Defense at the Statler Hote] jp 
Washington, D. C., on March 1, 1953. The meeting, which 
was organized jointly by this committee and the Medical 
Liaison Committee of the American Legion, considered the 
following points: 


(1) Present law and regulations covering eligibility fo, 
hospitalization. Processing and administration of 
Veterans Administration application form 10-P-10, 


(2) Number and categories of hospitals and beds in the 
Veterans Administration system. 

(3) Classification of hospitalized veterans as to war service, 
type of disability, etc. 

(4) Record of admissions and discharges. 

(5) Department of Medicine and Surgery, Veterans Ad- 
ministration—residency and Deans Committee Program 
—research contribution to medicine. 


In connection with the first item, Mr. E. E. Odom, Solicitor 
of the Veterans Administration, presented a summary of the 
laws providing for the hospitalization of veterans. The 
material which he discussed was substantially the same as 
that appearing on pages 3-6 of the printed report of the 
Special Committee on Federal Medical Services submitted jn 
December, 1952. 

Item No. 5 was covered through the presentation of a paper 
by Dr. J. C. Nunemaker, Chief, Education Division of Re- 
search and Education Service, Veterans Administration, out- 
lining the research program of the Veterans Administration. 

The principal discussion at the meeting centered around 
items 2, 3 and 4. The Chairman of the Committee outlined 
the general position of the American Medical Association with 
respect to the provision of hospitalization and medical care 
by the federal government to veterans with non-service- 
connected disabilities and expressed concern over the rapidly 
expanding federal hospital program. The need for congres- 
sional review and probable curtailment was suggested by Dr. 
Martin. 

Dr. H. D. Shapiro, Senior Medical Consultant, Mr. Robert 
M. McCurdy, Chairman, Medical Liaison Committee, Mr. 
E. A. Hayes, and Mr. E. V. Cliff were the principal spokes- 
men for the American Legion in this discussion. In brief, 
they challenged the accuracy of the figures being cited in 
connection with medical care for veterans with non-service- 
connected disabilities; they referred to the results of surveys 
conducted by the American Legion which reflected only a 
few infractions of existing law; they expressed vigorous op- 
position to any change in the basic law providing for such 
benefits and they proposed a further survey of the problem 
by the groups represented at the meeting. 

Representatives of other organizations and agencies in 
attendance either had no comments to make or stated that 
they felt the problem should be studied further. 

Following the meeting of March 1, 1953, the Committee 
again reviewed the report of the Special Committee on 
Federal Medical Services. It has also followed with interest 
articles appearing in the press and statements by members of 
the Congress concerning this subject. 

As a result of its activities, the Committee is of the opinion 
that the diverse interests of the groups and organizations 
represented at the meeting on March 1 make it extremely 
difficult for the adoption of a uniform approach to the 
problem. 

Although there may have been sound reasons for originally 
providing care for veterans with non-service-connected dis- 
abilities, it is the belief of the Committee that subsequent 
circumstances require a review of that position. In considering 
this matter, we feel that it is imperative that cognizance be 
taken of medical manpower problems in general and of the 
combined effect of the various governmental medical pro- 
grams on the health of the nation. 
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The federal government now maintains five major hospital 
construction and teaching programs. The medical services of 
the Army, Navy, Air Force, Public Health Service, and 
Veterans Administration have been gradually expanded by 
drawing into their spheres a constantly increasing number of 
civilians Who previously were cared for by private civilian 
medicine. In order to qualify for resident and intern training 
it is necessary for service hospitals to provide diversified 
clinical material. As a consequence, there has been increasing 
pressure to draw into these hospitals the dependents of service 
personnel and non-service-connected general medical and 
surgical cases from among the veteran population. 

As a result, government hospitals are in competition with 
civilian hospitals not only for personnel but also for patients. 
Although the federal government, aided by states and local 
subdivisions, is spending millions of dollars under the Hill- 
Burton Act in civilian hospital construction it is making it 
difficult for them to operate at a reasonable cost by diverting 
patients into hospitals wholly supported by the federal govern- 
ment. This policy is producing a wasteful duplication of 
hospital facilities and an unwarranted dispersion of health 
personnel which not only threatens our great voluntary civilian 
teaching program but also causes a continual increase in the 
cost of hospital and medical care for persons who must pay 
their own Way. 

With the rapid increase (1,000,000 per year) in the size of 
the veteran population which now exceeds 20,000,000 and the 
gradual shift in their age distribution to the higher age levels, 
it is also questionable whether the cost of such a program is 
a proper charge On the balance of the population. A con- 
sideration of the tremendous expansion which will be neces- 
sary in the Veterans Administration medical program the next 
10 to 25 years demonstrates conclusively the need for re- 
analysis of the program by the Congress. 

It is urged, therefore, that the House of Delegates re- 
consider its action of Dec. 4, 1952, and adopt the recommen- 
dation of the Special Committee on Federal Medical Services 
with respect to the provision of medical care and hospitaliza- 
tion benefits for veterans with non-service-connected dis- 
abilities. These recommendations, which appear on page 55 
of the printed report, provide: 

“Part One—Your Committee recommends with respect to 
the provision of medical care and hospitalization benefits for 
veterans in Veterans Administration and other federal hos- 
pitals that new legislation be enacted limiting such care to the 
following two categories: 

(a) Veterans with peacetime or wartime service whose dis- 
abilities or diseases are service-incurred or aggravated; 
and 
Within the limits of existing facilities to veterans with 
wartime service suffering from tuberculosis or psychi- 
atric or neurological disorders of non-service-connected 
origin, who are unable to defray the expenses of neces- 
sary hospitalization. 


(b 


“Your Committee recommends that the provision of 
medical care and hospitalization in Veterans Administration 
hospitals for the remaining groups of veterans with non-service- 
connected disabilities be discontinued and that the responsi- 
bility for the care of such veterans revert to the individual 
and the community, where it rightfully belongs. 

“The recommendation of the Committee with respect to the 
treatment of veterans with tuberculosis and neuropsychiatric 
disorders of non-service origin in federal hospitals is believed 
necessary at this time because of the inadequacy of local 
facilities designed to provide treatment for all such cases. It 
is the feeling of the Committee, however, that the entire 
question of whether the care of these patients is a local or 
a federal responsibility must be reanalyzed by the Congress. 
The rapidly expanding veteran population and the need for 
facilities for the remainder of our citizens afflicted with these 
diseases suggests that community facilities must be developed 
under state or local administration for the benefit of all. 
Preferential treatment for veterans with these non-service- 
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connected disabilities cannot be continued indefinitely, in 
view of its detrimental effect on the health and the economy 
of the entire nation.” 


Report of Reference Committee on Insurance and 
Medical Service 


Dr. Gerald V. Caughlan, Chairman, presented the follow- 
ing report, which was adopted: 

Supplementary Report of the Board of Trustees on Resolu- 
tion on Responsibility of the Government in the Medical Care 
of the Citizen: This is a study to determine the precise defini- 
tion of the area of governmental responsibility for the pro- 
vision of personal medical service to various groups of people 
in our population. This was referred by the Board of Trustees 
to the Council on Medical Service for consideration and reply. 
This problem is being studied conjointly with the commission 
appointed by President Eisenhower and a subcommittee of 
the Ways and Means Committee of the House of Representa- 
tives, under the chairmanship of Carl Curtis of Nebraska, 
which is studying the problem of social security. 

Your reference committee accepts this as a progress report 
by the Board of Trustees and the Council on Medical Service, 
and recommends a continuation of the study with a full report 
when a conclusion is reached. 

Supplementary Report of the Board of Trustees on Pro- 
fessional Liability Insurance: This has to do with the difference 
in rates for insurance in the various states and the Council 
on Medical Service has requested, and the Board has granted, 
permission to undertake further studies. This is a progress 
report and your committee approves continuation of this 
study. 

Supplementary Report of Board of Trustees on Liaison 
Committee to Organizations Concerned with the Care of 
Veterans, and Resolutions on Treatment of Non-Service- 
Connected Disabilities, on Medical and Hospital Care and 
Benefits for Veterans, and on Reconsideration of Report of 
Special Committee on Federal Medical Services, Introduced 
by Delegates from California, Georgia, New Jersey, New 
York, Ohio, Oregon and Texas: Your reference committee 
considered the seven resolutions referred to it having to do 
with the treatment of non-service-connected disabilities by the 
Veterans Administration, together with the report of the 
Liaison Committee to Organizations Concerned with the Care 
of Veterans presented by the Chairman of the Board of 
Trustees in its supplementary report. The Liaison Committee, 
composed of Drs. Edwin S. Hamilton, Chairman, Walter B. 
Martin, James R. McVay, Joseph D. McCarthy, Louis M. 
Orr II, and E. L. Henderson, Consultant, was appointed to 
meet with various organizations concerning the provision of 
medical care and hospitalization for veterans with non-service- 
connected disabilities. 

After several hours of open hearings and a lengthy execu- 
tive session your committee has arrived at a decision which 
will be incorporated in general recommendations rather than 
in specific comments on the various resolutions and reports 
submitted. It is the committee’s belief and sincere hope that 
all interested individuals and groups have had a fair and full 
hearing. Your committee is completely aware of the impor- 
tance of this problem and the many ramifications which are 
involved. It has approached its task with an open mind and 
with the desire to serve the best interests of the public, the 
veteran population and the medical profession. 

Before stating its conclusions your committee would recall 
to your minds the action taken by the House of Delegates in 
this matter on Dec. 4 of last year. At that time the House 
had before it a report of a Special Committee of the Board 
of Trustees appointed to study various aspects of federal 
medical care. Part One of that report dealt with the subject 
now under discussion. It was the recommendation of that 
Special Committee that, except in cases involving tuberculosis 
or psychiatric or neurological disorders, responsibility for the 
care of veterans with disabilities or diseases of non-service- 
connected origin should be returned to the individual and to 
the local community. Although this principle was accepted by 
the House it was felt that it could not be accomplished, 
“without the cooperation of Congress, veterans’ organizations, 
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and the medical profession.” The House therefore recom- 

mended at that time that representatives of the American 

Medical Association, the veterans’ organizations, the American 

Dental Association, the American Hospital Association, the 

Department of Defense and the Veterans Administration meet 

in an effort to resolve the problems involved. 

As indicated above one of the items before your reference 
committee was the report of the Liaison Committee appointed 
by the Board of Trustees to meet with the organizations 
mentioned. This report discusses a meeting of these groups 
held in Washington on March 1 of this year and the other 
activities of the Committee. The conclusion of the Liaison 
Committee is that the original recommendations of the Special 
Committee on Federal Medical Services, in this regard, should 
now be adopted by the House of Delegates. 

It has been alleged by representatives of the American 
Legion and the Veterans Administration that the original 
report of the Special Committee on Federal Medical Services 
is inaccurate and that the Liaison Committee under the chair- 
manship of Dr. Hamilton has failed to consider all of the 
material presented. These representatives have proposed that 
your reference committee reject the recommendations of these 
two committees and that a further effort be made to arrive 
at solutions to the problems involved by joint meetings and 
through administrative channels. In this regard, your commit- 
tee has not been advised of any substantial inaccuracies in 
the original Special Committee report and is of the opinion 
that all material of consequence to the basic question involved 
has been considered by the Liaison Committee. 

It appears that the principal confusion in this matter 
emanates from a failure to understand just what the basic 
question is. It is the belief of your committee that the medical 
profession must concern itself, not with the numbers of 
“chiselers” in Veterans Administration hospitals nor with the 
efficacy of the Veterans Administration in the administration 
of enabling legislation, but rather with the broad question of 
whether such legislation is sound, whether the federal govern- 
ment should continue to engage in a gigantic medical care 
program in competition with private medical institutions and 
whether the ever-increasing cost of such a program is a 
proper burden to impose on the taxpayers of the country. A 
consideration of this problem must of course be predicated 
‘upon a concern for the health of the entire population and 
not just a particular segment. Starting from this premise and 
with sympathetic concern for all interests involved, it is the 
considered opinion of your reference committee that the logic 
and conclusions of the Special Committee on Federal Medical 
Services submitted last December as reiterated and imple- 
mented by the report of the Liaison Committee should be 
adopted by the House of Delegates. Without restating the 
statistical data or the reasoning set out in these two docu- 
ments, your committee would like to repeat their recommen- 
dations, which provide: 

“Part One—Your Committee recommends with respect to 
the provision of medical care and hospitalization benefits for 
veterans in Veterans Administration and other federal hos- 
pitals that new legislation be enacted limiting such care to the 
following two categories: 


(a) Veterans with peacetime or wartime service whose dis- 
abilities or diseases are service-incurred or aggravated; 
and 

(b) Within the limits of existing facilities to veterans with 
wartime service suffering from tuberculosis or psychi- 
atric or neurological disorders of non-service-connected 
origin, who are unable to defray the expenses of neces- 
sary hospitalization. 


“Your Committee recommends that the provision of 
medical care and hospitalization in Veterans Administration 
hospitals for the remaining groups of veterans with non- 
service-connected disabilities be discontinued and that the 
responsibility for the care of such veterans revert to the in- 
dividual and the community, where it rightfully belongs. 

“The recommendation of the Committee with respect to the 
treatment of veterans with tuberculosis and neuropsychiatric 
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disorders of non-service origin in federal hospitals js believed 
necessary at this time because of the inadequacy of |p¢,j 
facilities designed to provide treatment for all such cases. It 
is the feeling of the Committee, however, that the entire 
question of whether the care of these patients is a local o; 9 
federal responsibility must be reanalyzed by the Congress 
The rapidly expanding veteran population and the need fos 
facilities for the remainder of our citizens afflicted with these 
diseases suggests that community facilities must be developed 
under state or local administration for the benefit of 4) 
Preferential treatment for veterans with these non-seryicg. 
connected disabilities cannot be continued indefinitely, jn yjey 
of its detrimental effect on the health and the economy of the 
entire nation.” 


In conclusion, your committee would like to stress the fa¢ 
that these recommendations do not suggest any limitation o; 
impairment of the hospitalization or medical care now ayajl. 
able to veterans who have become physically handicapped 4s 
a result of military service. Your committee is in complete 
accord with that program. 

Your committee also recommends most earnestly that all 
of the facilities of the American Medical Association and of 
its constituent state and component county societies be em. 
ployed immediately to disseminate background information 
and accurate statistical data in this regard. Every effort should 
be made to inform the profession and the public concerning 
the nature of the problem, the position of the American 
Medical Association and the reasons on which that position 
is predicated. 


REPORT OF THE COMMITTEE FOR THE StTuDy 
OF RELATIONS BETWEEN OSTEOPATHY 
AND MEDICINE 

The Board of Trustees received the report of the Commit 
tee for the Study of the Relations Between Osteopathy and 
Medicine, composed of Drs. John W. Cline, Chairman, E. 
Vincent Askey, F. J. L. Blasingame, Edwin S. Hamilton, and 
Arch Walls. The Board wishes to commend the Committee 
on its comprehensive study of the historical background and 
its thorough consideration of the data available from a variety 
of sources. In accordance with the recommendation of the 
House of Delegates, adopted at its meeting in December, 1952, 
the Board of Trustees submits the report of the Committee 
at this time. I should like the permission of the Speaker to 
call on Dr. John W. Cline, Chairman of the Committee, to 
read the report, after which I will state the recommendations 
of the Board of Trustees. 

Dr. John W. Cline, Chairman, presented the following 
report: 

The Committee.—In 1951, the President of the Association 
reported to the Board of Trustees that the relations between 
medicine and osteopathy presented widespread problems in- 
volving a majority of the states to some degree. He had be- 
lieved previously that these problems were localized to certain 
areas but found in the course of visiting many states that this 
was not the case. 

The Board of Trustees appointed a committee to inquire 
into the matter and to confer with representatives of the 
osteopathic profession. A number of informal meetings and 
one formal meeting were held. The latter was attended by 
the ranking officers of the American Osteopathic Association. 

In his remarks to the House of Delegates in June, 1952. 
the retiring President called this situation to the attention of 
the House of Delegates. The representatives of the American 
Osteopathic Association had informed the committee of the 
American Medical Association that the curriculums of the 
colleges of osteopathy consisted mainly of courses in medicine 
and surgery and that the quality of instruction in these colleges 
could be improved if more doctors of medicine were willing 
to teach in these colleges. The President further raised the 
question as to the validity of the classification of modern 
osteopathy as “cultist” healing. 

The reference committee considering this report recom- 
mended and the House directed that a committee be appointed 
by the Board of Trustees to confer further with representa- 
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tives of the osteopathic profession when and if requested. The 
Board appointed a committee consisting of Drs. E. Vincent 
Askey, F. J. L. Blasingame, Edwin S. Hamilton, Arch Walls, 
and John W. Cline. Due to additional matters coming before 
the Board of Trustees at the Clinical Session in December, 
1952, the Board appointed another Committee for the study 
of the Relations Between Osteopathy and Medicine. This com- 
mittee was composed of the same persons and was directed to 
investigate these relationships and to report to the House in 
June, 1953. 

The committee has gathered and reviewed considerable data 
derived from a variety of sources, including questionnaires 
sent to every state medical association and county medical 
society and to persons who receive the Secretary’s Letter. The 
questionnaires were designed by the committee but were sub- 
mitted to the Secretary and Assistant Secretary of the Asso- 
ciation, the Director of Public Relations, the Secretary of the 
Council on Medical Service, the Director of the Bureau of 
Medical Economic Research, and the attorney of the Asso- 
ciation for review, criticism of the content and phraseology, 
and additions and deletions. Others also were consulted. These 
conferences resulted in numerous changes in the original draft. 
The final questionnaires were, therefore, the product of many 
minds. An effort was made to phrase the questions simply 
but to make them adequate to provide the necessary informa- 
tion. A conscious effort was made to avoid “weighted” ques- 
tions and terminology. The questionnaires were returned to 
and analyzed by the Bureau of Medical Economic Research. 
The associations of 36 states and that of the District of 
Columbia responded in time to be included in this study. 
Twelve did not reply. The questionnaires directed to county 
societies and individuals were less extensive but covered much 
the same material. The return was not as large as had been 
expected, but the pattern of replies followed that of the state 
associations fairly closely, although individual opinions often 
were at variance. The similarity of replies was sufficient to 
warrant the conclusion that the replies of the state associations 
represented majority opinion within the states. The following 
state medical associations replied: Alabama, Arizona, Arkan- 
sas, California, Colorado, Connecticut, Georgia, Illinois, lowa, 
Kansas, Louisiana, Maine, Maryland, Massachusetts, Minne- 
sota, Mississippi, Missouri, Montana, Nebraska, New Jersey, 
New Mexico, New York, North Carolina, Ohio, Pennsylvania, 
Rhode Island, South Dakota, Tennessee, Texas, Utah, Ver- 
mont, Virginia, Washington, West Virginia, Wisconsin, Wyom- 
ing, and the District of Columbia. 

In addition, a letter propounding certain questions was sent 
to the deans of the schools of osteopathy. One responded 
directly. A composite reply was furnished to the committee 
by the Conference Committee of the American Osteopathic 
Association at a meeting of the two groups in Chicago, May 
15, 1953. The replies were placed in writing subsequently and 
forwarded to the Chairman. The committee renders this report. 

Historical—Osteopathy was begun in 1874 by Dr. Andrew 
Taylor Still, a practicing physician. He promulgated a concept 
that all “disease is the result of anatomical abnormalities 
followed by physiological discord,” and that the “anatomical 
abnormalities” consisted of lesions of bones, joints, and their 
supporting structures. These, in turn, induced disturbances of 
nerve and vessel function that produced pathological condi- 
tions in other tissues. He inveighed against drugs, serums, 
vaccination, and “electricity, x-radiance, hydrotherapy or other 
adjuncts.” He believed that “Osteopathy is an independent 
system and can be applied to all conditions of disease .. .” 
and that surgery should be advocated only “as a last resort.” 
He said, “We believe that our therapeutic house is just large 
enough for osteopathy and that when other methods are 
brought in just that much of osteopathy must move out.” 


The original concept of Dr. Still could be classified only as 
“cultist” healing. The only justification advanced in defense 
of it is that drug therapy of that day with few exceptions was 
not specific or very effective. The earlier schools followed the 
dictums of Dr. Still. Some advocates adhered to them with 
religious fervor and became extremely bitter toward orthodox 
medicine as a result of the legitimate criticism made of the 
then osteopathic concept. 
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Since that time a great evolutionary change has taken place 
in osteopathy. It is difficult to trace the chronological course 
of this development and to document it with relation to time. 
Apparently no historical account exists. We were unable to 
find one and the American Osteopathic Association could not 
furnish us with a reference to one. A comparison of osteopathy 
at the turn of the century and at the present time, however, 
makes it obvious that such an evolution took place. In its 
effort to develop an orderly account of this change, the com- 
mittee consulted books, periodicals, and numerous persons. It 
then propounded questions to the deans of osteopathic schools 
and the representatives of the American Osteopathic Associ- 
ation. In addition, the committee investigated the curriculum 
development and the legal requirements for licensure of osteo- 
paths at various stages. Certain facts that establish a partial 
history were developed. 

As pointed out previously, the early schools adhered to the 
drugless and “cultist” theories of Dr. Still. Most of the six 
existing schools apparently began as institutions following these 
teachings. Some may have begun on a broader base, but all 
largely followed his theories. At some time all departed from 
this dogma and began to turn toward the pattern of medical 
schools. The exact time of the departure of each is difficult 
to ascertain. 

The composite answer of the schools of osteopathy states 
that some aspects of drug therapy always were included in 
their teaching, but these were limited in extent. All schools 
instituted informal teaching of pharmacology prior to the 
listing of formal courses in printed announcements. We believe 
that pharmacology was included because the inadequacy of 
drugless therapy was recognized but that formal listing of such 
courses was delayed out of deference to the opposition of the 
so-called “old religionists” in osteopathy. One school gave in- 
formal instruction in drug therapy prior to 1913, and in that 
year offered formal courses in pharmacology and materia 
medica. Other schools followed this pattern, and in 1940 the 
last school made announcement of a formal course in pharma- 
cology after having taught the subject for years without ac- 
cording it an official listing. As nearly as we can ascertain, 
pharmacology has been taught in one school for more than 
40 years and in most, if not all schools, for more than 25 
years. It has been taught on a formal and announced basis 
in all schools for periods varying between 13 and 40 years. 


Another approach to documentation of the evolution of 
osteopathy is found in the history of licensure. The current 
extent of licenses will be discussed later. Differing types of 
examining boards exist. Some consist solely of doctors of 
medicine, some solely of doctors of osteopathy, and some are 
composed of both. In the last type, doctors of medicine 
usually, and probably always, predominate in numbers. In 
1913, and perhaps as early as 1900, composite boards granted 
full licenses to practice medicine and surgery to osteopathic 
graduates. Since that time, doctors of osteopathy have become 
eligible to full licensure in a majority of states. In 1922, one 
state established by law entrance requirements and curriculum 
requirements identical with those required of medical schools, 
which had to be fulfilled prior to admission to examination 
for full licensure by the osteopathic examining board. The 
osteopathic board in this state is said to have maintained high 
standards since that date. One school qualified to meet its 
requirements in 1922, two by 1940, and the remaining three 
by 1947. 

The Osteopathic Concept.—The original ideas of Dr. Still 
were mentioned earlier. As the evolution of osteopathy has 
taken place, the concept of osteopathy has changed. Concise 
definitions of modern osteopathy and the current osteopathic 
concept are difficult to find. One expression of the osteopathic 
concept is found in the following quotation: “Stated simply, 
the principles are: (1) The normal body contains within itself 
the mechanisms of defense and repair in injuries resulting 
from trauma, infections and other toxic agents; (2) the body 
is a unit and abnormal structure or function in one part 
exerts abnormal influence in other parts; (3) the body can 
function best in defense and repair when it is in correct struc- 
tural arrangements.” 

A modification of the foregoing is found in another source. 
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The statement, “The body contains within itself the power 
to cure all of its curable ills,” is subject to certain qualifica- 
tions, which must be applied to the patient under considera- 
tion. Some of these are “I. The body must be in the best 
mechanical adjustment possible. 2. The body must have the 
most adequate circulation possible. 3. The body must have 
available, from food or medication, the required chemicals 
for proper function. 4. The body must have a physiological 
reserve to affect the necessary compromise with its environ- 
ment. 5. The body must be relieved of all impediments to 
proper function. 6. The body must be relieved of all socio- 
psychological impediments which must be recognized and 
dealt with as effectively as possible.” In addition, one en- 
counters statements such as “Contrary to erroneous opinions 
of persons not acquainted with the basic principles of oste- 
opathy, it has never been a drugless school of practice. Sur- 
gery and the use of drugs always have been included within 
its practice.” 

The committee reviewed a series of six articles relative to 
the osteopathic concept appearing in “The Forum of Oste- 
opathy,” a publication of the American Osteopathic Associ- 
ation, from March to August, 1952. These articles were based 
on statements by many individual osteopathic physicians, with 
editorial comment by the author of the compilation. The state- 
ments quoted are often somewhat contradictory and the author 
comments on the validity of the differing points of view ex- 
pressed in them. Predominant opinion seems to stress that 
osteopathy encompasses the full field of medicine and that 
its present and future development depends on an attitude of 
acceptance of new theories and new methods of diagnosis and 
treatment of disease as the value of these methods is demon- 
strated. 

Discussions with leaders of the osteopathic profession and 
teachers in their schools reflect some difference in points of 
view, but their opinions are almost unanimous that the only 
basic difference between osteopathy and medicine at the present 
time is the degree of emphasis placed on manipulative therapy. 
It is stated by some that manipulative therapy has not been 
subjected to critical evaluation and that thorough investigation 
of its value by trained clinical research workers in our medi- 
cal institutions would be welcomed. There is an inference that 
such evaluation might exert great influence on the future of 
osteopathy. 

As will be shown by an analysis of the curriculums of the 
colleges of osteopathy, medicine, as we understand the term, 
in its various branches probably occupies more than 90% 
of the instructional hours. The total number of clock hours 
of instruction in osteopathic schools is on the average about 
25% greater than the corresponding time devoted to instruc- 
tion in medical schools. The increased number of hours, in 
the opinion of medical educators, is a disadvantage rather than 
an advantage, but demonstrates that the number of clock hours 
devoted to teaching of medicine in osteopathic schools is at 
least as great as that in medical schools. 

Colleges of Osteopathy.—tThere are six osteopathic schools 
currently operating in the United States. These are (1) Kirks- 
ville College of Osteopathy and Surgery, Kirksville, Mo., estab- 
lished in 1892; (2) College of Osteopathic Physicians and 
Surgeons, Los Angeles, 1896; (3) Philadelphia College of 
Osteopathy, Philadelphia, 1898; (4) Des Moines Still College 
of Osteopathy and Surgery, Des Moines, Iowa, 1898; (5) 
Chicago College of Osteopathy, Chicago, 1900; and (6) Kansas 
City College of Osteopathy and Surgery, Kansas City, Mo., 
1916. 

Some of the present schools have resulted from mergers 
of other schools and some have undergone changes in name 
similar to the evolution of some of our schools of medicine. 
The dates indicate the founding of the original school in 
continuous operation. 

The organizational structure of the colleges of osteopathy 
is esssentially identical. All are incorporated as nonprofit edu- 
cational institutions governed by boards of trustees that appoint 
the administrative officers and the faculties. None are operated 
for profit. None are a part of or associated with universities 
or other colleges. None are tax supported. Finances are de- 
rived mainly from contributions by alumni and tuition fees. 
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A well-organized and vigorous campaign begun by the Ameri. 
can Osteopathic Association in 1943 has collected over fiye 
million dollars. Some contributions come from private philan. 
thropy. The United States Public Health Service makes grants 
to all schools for such projects as education in cancer and 
heart disease. The Navy and the Public Health Service have 
made some grants for research. One school derives minor 
support from the state for venereal disease and indigent care. 


Faculties —Of 487 faculty members listed in the six col. 
leges, 32 are recorded as having degrees of A.B., or B.S. with. 
out additional degrees; 273 have the degree of D.O. only: 
96 have both A.B. or B.S. and D.O. degrees; 13 hold M.A. 
or M.S. degrees only; 36 are listed as having M.A. or MS. 
and D.O. degrees; 26 have Ph.D. standing; 10 are listed as 
having an M.D. degree; and 6 have the degree of D.DS. 
Reports from the osteopathic colleges show that there are 
15 doctors of medicine teaching in five schools at the present 
time. In some catalogs only the degree is listed. In others, 
however, the institution conferring it also is listed and almost 
all of the A.B., B.S., M.A., and M.S., and Ph.D. degrees so 
listed were conferred by well-recognized educational institu- 
tions. Some of the M.D. degrees were granted by currently 
approved schools of medicine. Others were not. The great 
majority of the faculty members holding bachelor’s and mas- 
ter’s degrees alone and those with Ph.D. and M.D. degrees 
teach in the fields of basic science. Some with additional D.O, 
degrees teach in clinical fields. 

Admission Requirements and Students.—All schools require 
three years of preprofessional study of a grade leading to a 
baccalaureate degree in an acceptable university or college 
and the curriculum content of preosteopathic course require- 
ments is the same as that for admission to schools of medi- 
cine. Analysis of data from all schools shows that 49% to 
78% of the students enrolled in present classes hold the de- 
gree of A.B. or B.S. Degrees of M.A., or M.S. are not un- 
common and an occasional Ph.D. is listed. Sixty-four per cent 
of all current students hold baccalaureate or higher degrees. 
The most recent classes show substantially higher figures. 
Many students have matriculated from teachers’ or junior col- 
leges but many from outstanding colleges and universities, 
some of which have medical departments. Among these Michi- 
gan, Missouri, Illinois, Minnesota, Wisconsin, Iowa, Kansas, 
Pittsburgh, Ohio State, Indiana, New York University, Wash- 
ington University, the University of Washington and North- 
western contribute substantial numbers and Harvard, Yale, 
Cornell, and Columbia are represented. This proportion is 
progressively increasing and that from lesser institutions is 
decreasing. Some schools select students partially on the basis 
of aptitude tests. 

Classes.—The classes vary from 60 to almost 100 students 
each, depending on the school. The enrollments of the schools 
in 1952 varied from 240 to 368 and total 1921, students. 
Every state was represented. Enrollments reflected the geo- 
graphical location of the school to some degree but the larger 
states and those with larger numbers of doctors of osteopathy 
and wider scope of licensure furnished the bulk of the stu- 
dents. The largest numbers had residence in California, Michi- 
gan, Pennsylvania, Missouri, Ohio, Texas, Illinois, New York, 
Iowa, New Jersey, Oklahoma, and Florida. A number of 
students came from foreign countries. 


Curriculum.—Review of the catalogs shows that the por- 
tion of the curriculum devoted to teaching of osteopathic 
theory and technique varies on a mathematical basis and 
is from 4 to 14% of the total number of clock hours. A 
breakdown of the courses, however, shows instruction in 
history-taking, physical examinations, physical therapy, and 
rehabilitation sometimes included under osteopathic titles. On 
the other hand, osteopathic instruction is integrated with other 
clinical teaching. It is difficult to determine the exact num- 
ber of hours devoted to osteopathic teaching in contradis- 
tinction to basic sciences and medicine in its various fields 
and the proportion of these hours to the total program. It 1s 
estimated that an average of more than 90% and perhaps 
95% of the instructional hours are devoted to basic sciences, 
the fields of medicine, surgery, and obstetrics. These courses 
of instruction and the distribution of hours correspond closely 
to those of medical schools. 
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All colleges of osteopathy require four year courses. Most 
operate upon a semester system, but the quarter plan exists 
in some. The total clock hours vary from 5,044 to 6,526 in 
different schools and average 5,756 for all schools. The dis- 
tribution of hours devoted to didactic, clinical, and labora- 
tory instruction varies. The same is true of medical schools, 
but the impression is gained that somewhat greater emphasis 
is placed on didactic teaching in schools of osteopathy. In 
some schools, however, introduction to clinical subjects occurs 
early and is fairly extensive. 

Quality of Instruction—The committee had no entirely 
satisfactory method of evaluating the quality of instruction 
in clinical subjects. Results of examinations in basic sciences 
in the states requiring such examinations prior to admission 
to practice furnish a reasonable basis on which to determine 
the quality of instruction in pre-clinical subjects. Twenty-one 
licensing jurisdictions require such examinations. In 1952, 
3,263 doctors of medicine or medical students and 276 osteo- 
paths or osteopathic students took basic science examinations. 
The ratio of osteopathic to medical candidates was about that 
of enrollments in schools of osteopathy to schools of medi- 
cine. Eighty-eight per cent of the medical and 84.5% of the 
osteopathic candidates passed the 1952 basic science examina- 
tions. This is in marked contrast to 1942, when 85.6% of 
medical and 55.4% of osteopathic candidates passed. In 10 
years medical candidates showed 2.4% improvement in pass- 
ing basic science examinations and that for osteopathic can- 
didates was 29.1%. 

The committee had one confidential communication bearing 
on the quality of instruction in colleges of osteopathy as com- 
pared with schools of medicine. While this was an indirect 
approach and incomplete answer to the question, it covered 
both types of schools on a wide basis. At the end of four 
years of schooling the average medical student had acquired 
more medical knowledge than had the corresponding osteo- 
pathic student. The margin was definite, but no mechanism 
existed to determine its extent. It must be recognized that 
there is variability in both classifications of school. This same 
source states that the performance of a considerable number 
of students in the best osteopathic schools is now superior 
to that of the students in some medical schools. The com- 
mittee believes the quality of instruction in medical schools 
to be definitely superior to that of osteopathic schools. There 
is evidence that education in osteopathic schools is improving, 
but improvement is impeded by a lack of trained teaching 
personnel. This seems to be particularly true in the clinical 
fields. 


Graduate Training—The American Osteopathic Association 
approves hospitals for intern and residency training. Seventy- 
six hospitals are approved for intern and 38 for residency 
training. The committee is not in a position to evaluate this 
training. 

Number and Distribution of Osteopathic Physicians.—There 
were 11,827 osteopathic physicians registered in 1952. Of this 
total, 207 were in Canada and foreign countries and 14 were 
in the service. There were 145 out of practice. There were 
11,461 in practice in 48 states, the District of Columbia, 
Hawaii, and Alaska. 


According to total number of licenses, osteopathic physicians 
were distributed principally in the following states: 


California ..... - rere 472 Wilocide .....0. 278 
Missouri ....... 1,120 New York ..... S72. TWO ..cccccs 227 
Pennsylvania ... 1,081 Illinois ........ 416 Maine ......... 215 
Michigan ...... 1,062 New Jersey .... 358 Colorado ...... 182 
ee 629 Oklahoma ..... 348 Wisconsin ..... 160 
nee 531 Massachusetts .. 291 Washington .... 158 


This, however, does not give a true picture of distribution 
with reference to population. Certain small population and 
sparsely settled states show greater numbers in proportion. 
Among these are Arizona with 96, New Mexico with 106, and 
West Virginia with 129. Some states with large populations 
show relatively small numbers of osteopathic physicians. Con- 
necticut has 76 and Minnesota 92, and most of the southern 
States very few. Distribution in general tends to bear some 
relationship to population, geographical location, and particu- 
larly to the scope of state licensure. 
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Within the individual states distribution tends to follow 
population and trading centers much after the pattern of that 
of doctors of medicine. There are, however, many exceptions. 
As an example, certain areas in Missouri with low ratios of 
doctors of medicine to population show comparatively high 
ratios of osteopaths. The same is true of northern Maine and 
the upper peninsula of Michigan. There are widely distributed 
towns and rural areas in many states in which the only care 
of illness immediately available is by osteopaths or where 
they outnumber doctors of medicine. 

Volume of Care Rendered by Osteopathic Physicians.— 
There is no clear method of determination of the proportion 
of medical care rendered by members of the osteopathic pro- 
fession. It is estimated that about 175,000 doctors of medicine 
and 11,400 doctors of osteopathy are in active practice in the 
United States. With this as the sole basis of computation, 
approximately 6% of the medical care of our people is ren- 
dered by osteopathic physicians. 

Scope of Licensure and Administration—In some states the 
scope of licensure is clear. In others it is not. Courts in various 
states have interpreted identically worded statutes differently. 
In some the scope of license has not been adjudicated. This 
confusion is reflected in the state association, county society, 
and individual replies to the questionnaires. 

The June, 1952, digest of state laws published by the Ameri- 
can Osteopathic Association states that the graduates of the 
six schools of osteopathy are eligible to full license to practice 
medicine and surgery in the following states and the District 
of Columbia: Arizona, California, Colorado, Connecticut, 
Delaware, Florida, Hawaii, Indiana, Iowa, Kentucky, Maine, 
Massachusetts, Michigan, Missouri, Nebraska, Nevada, New 
Hampshire, New Jersey, New Mexico, New York, Ohio, Okla- 
homa, Oregon, Pennsylvania, Rhode Island, South Dakota, 
Tennessee, Texas, Utah, Vermont, Virginia, Washington, West 
Virginia, Wisconsin, and Wyoming. 

Licenses permit limited use of drugs but no major surgery 
in Arkansas, Georgia, Idaho, Louisiana, Minnesota, and North 
Dakota. Licenses permit only manipulative therapy in Ala- 
bama, Illinois, Kansas, Maryland, Mississippi, Montana, North 
Carolina, and South Carolina. 

There is room for legal argument concerning the exact 
meaning of the law in certain instances, but this list corre- 
sponds fairly closely with the 1949 survey of the Michigan 
State Medical Society and with the informal opinion of the 
attorney of the American Medical Association. For the pur- 
pose of general consideration, it can be accepted as substan- 
tially accurate. 

Most jurisdictions that grant unlimited licenses do so on 
the basis of the original license without additional require- 
ments. In a number it depends on an examination identical 
with that for medical licensure and given by the medical 
licensing body. In some the date of graduation is a determin- 
ing factor. In some states additional training and/or addi- 
tional examination is required. In some states only one type 
of license is granted. In others limited and unlimited licenses 
both exist. In the country as a whole, the numbers and pro- 
portions of limited licenses are diminishing rapidly. 

The educational standards of all osteopathic schools are now 
and for some time past have been such that their graduates 
are eligible to unlimited licensure in all states granting such 
licenses. Doctors of osteopathy tend to settle in areas in which 
unlimited licenses are granted. The scope of licensure in gen- 
eral has been gradually extended, and we are informed that 
the legislatures of several states have measures designed for 
this purpose under consideration at present. 

The Public and Osteopathy.—Eighteen state associations 
indicate that patients do not readily distinguish between doc- 
tors of osteopathy and doctors of medicine. Two were in 
doubt and two do not answer. Fifteen believe they do so. 
Ten associations believe public use of osteopaths is increasing, 
20 that it is remaining static, and 4 that it is decreasing. In 
20 states osteopaths participate in voluntary health insurance 
programs. In 25 they render care to injured workmen under 
industrial accident laws. They also serve in the Veterans Ad- 
ministration. There is permissive legislation allowing them to 
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serve in the armed services and the United States Public Health 
Service, but, as far as we know, none have been accepted. 


Postgraduate Education—In 19 states no opportunity is 
provided for osteopaths to obtain instruction in courses spon- 
sored by state medical associations, county medical societies, 
universities, or hospitals. In 16, no answer is provided to the 
question. In two states osteopaths have access to courses given 
by state associations and county societies and by health de- 


partments in five. 


Relationship Between Doctors of Medicine and Osteopaths. 
—lIt is considered ethical to accept patients referred by oste- 
opaths in 23 states and unethical in 11. Consultation with 
osteopaths is considered ethical in 8 states and unethical in 
24. Joint care of a patient is considered ethical in 8 states 


and unethical in 25. 


Twenty-nine state associations believe the quality of instruc- 
tion in osteopathic schools would be improved if doctors of 
medicine freely participated in teaching in them. Eight do not 
reply. Twenty-nine believe the level of osteopathic practice 
would be improved if postgraduate courses were more readily 
available to osteopaths. Twenty-two believe the over-all care 
of illness in their states would be improved if doctors of medi- 
cine freely participated in undergraduate and postgraduate 
osteopathic education. Three believe there would be no change. 


Three believe it would be lowered. Nine do not reply. 


If ethical restrictions of association between doctors of medi- 
cine and osteopaths were removed, 18 state associations be- 
lieve the over-all care of illness would be improved. Seven 
believe there would be no change. Seven believe it would 


be lowered. Five do not reply. 


Fourteen state associations classify modern osteopathy as 
practiced in their states as “cultist healing.” Twenty-three 
considered it not to be “cultist healing” according to the 
definition of the Principles of Medical Ethics of the Ameri- 


can Medical Association. 


Fifteen favor removal of ethical restrictions on voluntary 
association between doctors of medicine and doctors of oste- 


opathy. Sixteen oppose such action. Five do not reply and 


one is noncommittal. 
SUMMARY 


1. According to published statements, and in certain states 
by law, the requirements for admission to schools of oste- 
opathy are the same as those for schools of medicine. In one 
school 78% of the students hold A.B. or B.S. degrees. The 


average for all six schools shows 64% possess baccalureate 


or higher degrees. Only a small number of these degrees 
were achieved after admission to osteopathic school. 


2. The curriculums of osteopathic schools contain the same 
subjects taught in schools of medicine. Minor portions of the 
curriculums are devoted to osteopathic courses and manipu- 
lative therapy. 

3. The standard of education in osteopathic schools has 
improved materially in receat years. As far as this applies to 
basic sciences, the fact is demonstrated by the results of basic 
science examinations. It is far more difficult to evaluate the 
education in clinical subjects. Such information as is available 
indicates some but less progress in this field. 

4. The opportunities for doctors of osteopathy to obtain 
postgraduate training are meager. 

5. The state medical associations, the county societies, and 
individual physicians predominantly believe that the level of 
osteopathic education, the standards of practice, and the over- 
all care of the sick would be improved if doctors of medicine 
were able freely to participate in undergraduate and post- 
graduate education of osteopaths. 

6. This belief is shared by leading osteopaths and osteo- 
pathic educators. 

7. Doctors of osteopathy render medical and surgical care 
to a large but undetermined number of persons in this coun- 
try. There is no way of ascertaining the exact number, but 
millions of patients are involved. 

8. The scope of the osteopathic license varies from limita- 
tion to manipulative therapy in 8 states to extensive or com- 
plete practice of medicine in 35 states. The trend is toward 
the extension of the scope of licensure. 
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9. Majority opinion of medical associations and individual 
physicians indicates that the quality of medicine practiced by 
osteopaths is variable, and it probably differs in different states 

10. Medical opinions of osteopathy naturally vary. [t j, 
scarcely possible to compare osteopathy in such states 4 
Maryland and Wisconsin. In the former osteopathy is limite 
to manipulative therapy and in the latter the state board of 
medical examiners recognizes the six schools of Osteopathy 
as approved schools of medicine. It is likewise impossible o 
compare osteopathy in Alabama, which has four osteopathy 
to that in California, with almost 2000. Similar difficulties are 
encountered even in such adjacent states as Iowa and Illinois, 
Missouri and Kansas, and Texas and Arkansas. 

11. In 20 of the 37 states replying to the questionnaire 
doctors of osteopathy participate in voluntary health insurance 
plans, and in 18 of these in Blue Shield Plans. A few states 
specify that the basis of participation is not quite the same 4s 
that for doctors of medicine. In 1952, 6 of the highest 25 
individual payments by Michigan Medical Service were made 
to osteopaths. Osteopathic hospitals and in some instances 
osteopaths are compensated by Blue Cross Plans. 

12. In 25 of the states reporting, doctors of Osteopathy 
render care to injured workmen under the industrial accident 
laws. 

13. Twenty-three of the 37 states replying consider it ethical 
for doctors of medicine to accept referred patients from osteo. 
paths. Eight states hold it ethical to consult with and participate 
with osteopaths in the care of patients. In most states some 
physicians consider all three categories of association to be 
ethical. 

14. On the whole the states in which state association and 
individual opinions of osteopathy are highest are the states in 
which osteopathic licenses are unlimited or extensive. Where 
the scope of licensure is sharply limited or the osteopaths were 
few in number the opinions are less favorable. 

15. In many widely distributed towns and villages all or a 
large part of the immediately available care of illness jis 
furnished by osteopaths. 

16. Public acceptance of osteopathy is extensive. Ten state 
associattions report the use of services of osteopaths to be 
increasing, 20 that it is remaining static, and only 4 that it is 
decreasing. A large number of persons, through necessity, fail 
to distinguish between medicine and osteopathy or by choice 
receive their care of illness from osteopaths. Osteopaths serve 
in the Veterans Administration. 


17. Twenty-three state associations classify modern osteop- 
athy as practiced in their states as not being “cultist healing” 
according to the definition of our Principles of Medical Ethics. 
Fourteen consider it to be “cultist healing.” 

18. Fifteen state associations favor removal of all ethical 
restrictions on voluntary association between doctors of medi- 
cine and doctors of osteopathy. Sixteen do not. 

19. There is difference of opinion among osteopathic physi- 
cians as to the relative importance of and the place that mani- 
pulative therapy occupies in the treatment of disease. Some 
hold its position to be important and others to be minor. An 
increasing number, particularly of more recent graduates, 
disavow it. 

20. It is the opinion of the committee that the official view- 
point of the representatives of the American Osteopathic Asso- 
ciation is that osteopathy includes the entire field of medicine 
and surgery but integrates manipulation of musculoskeletal 
structures with medical and surgical methods of therapy. No 
diagnostic or therapeutic procedure used in medicine or sUuI- 
gery is excluded. 

Osteopathy has undergone a process of evolution that has 
brought it to a point of such similarity to medicine that no 
marked fundamental differences exist between medicine and 
osteopathy. The entrance requirements for schools of osteop- 
athy and schools of medicine are identical. The curriculums 
have the same content, except for the inclusion of osteopathic 
theory, diagnosis, and treatment. The period of instruction 0 
both instances is four years. The clock hours devoted to teach- 
ing basic sciences, medicine, and surgery are as great in schools 
of osteopathy. The level of instruction in basic sciences 
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demonstrated by the record of osteopathic candidates in exami- 
nations in these subjects. Indirect and incomplete methods of 
evaluation of the quality of instruction in clinical subjects, 
insofar as they apply, indicate progressive improvement in this 
field. 

There are unquestionably doctors of osteopathy still in prac- 
tice who explain disease on antiquated osteopathic theories and 
who rely solely on manipulative methods of therapy, but their 
number is constantly decreasing. It might be argued on this 
basis that osteopathy still remains “cultist healing.” 

Instruction in all fields of medicine and surgery has been 
given in some osteopathic schools for 40 years and formally 
in all osteopathic schools since 1940. Osteopathic teaching is 
integrated with these courses to some degree. It might be 
argued on this basis that “cultist” aspects remain. Nevertheless, 
the committee, after careful study and thoughtful consideration, 
is of the opinion that the teaching in osteopathic schools at the 
present time, and for some years past, does not constitute 
“cyltist healing” as defined in our Principles of Medical Ethics 
and that this stigma should be removed. 

The committee believes that the level of osteopathic educa- 
tion and hence osteopathic practice would be raised if more 
doctors of medicine taught in schools of osteopathy and in 
postgraduate courses. This point of view is shared by a large 
majority of state medical associations. The only method by 
which this can be done is to eliminate the stigma of “cultism.” 
As long as this stigma remains, most docters of medicine will 
be reluctant to participate in the education of osteopathic 
students and in providing postgraduate education. 

Doctors of osteopathy render medical care to millions of 
patients. The objectives of the American Medical Association 
and its responsibilities are to improve the health and medical 
care of the American people. The committee is of the opinion 
that these purposes would be served by making it possible for 
schools of osteopathy to draw on the services of doctors of 
medicine as teachers. We should assist improvement in the 
education of osteopathic physicians. 

The committee believes that the American Medical Associa- 
tion should encourage state medical associations to aid in the 
improvement of osteopathic postgraduate education where the 
state associations find this desirable and feasible. 

In view of the variation in the scope of osteopathic licensure 
by the states, probable variation in the level of osteopathic 
practice in different states, widely divergent opinions, and differ- 
ing local conditions, the committee is of the opinion that any 
national policy governing the individual relationships of doctors 
of medicine to osteopaths would not apply equally to all states. 
In keeping with the autonomous nature of state associations 
and democratic principles, the responsibility for regulation of 
these relationships should be assumed by the several state 
medical associations. 

The committee is of the opinion that the meetings it has held 
with the conference committee of the American Osteopathic 
Association have been productive of greater understanding 
between the two professions and a friendly approach to mutual 
problems. It would be wise to continue this type of liaison in 
the future. The committee also is of the opinion that it would 
be helpful for similar committees to be created on the state 
level where state associations find it desirable. Much public 
wrangling and acrimonious conflict might thereby be avoided. 

In the past much publicity has been given to the prospect 
of amalgamation of the medical and osteopathic professions. 
While this may be an ultimate evantuality, there is no indica- 
tion that it would be desirable or possible in the near future. 
Many years will elapse before differences of opinion and prej- 
udices will be sufficiently resolved to make such a step possible. 


RECOMMENDATIONS 

The committee makes the following recommendations: 

(1) That the House of Delegates declare so little of the 
original concept of osteopathy remains that it does not classify 
medicine as eurrently taught in schools of osteopathy as the 
teaching of “cultist” healing. 

(2) That the House of Delegates state that pursuant to the 
objectives and respensibilities of the American Medical Asso- 
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ciation, which are to improve the health and medical care of 
the American people, it is the policy of the Association to 
encourage improvement in undergraduate and postgraduate 
education of doctors of osteopathy. 

(3) That the House of Delegates declare that the relationship 
of doctors of medicine to doctors of osteopathy is a matter 
for determination by the state medical associations of the 
several states, and that the state associaions be requested to 
accept this responsibility. 

(4) That the Committee for the Study of Relations Between 
Osteopathy and Medicine or a similar committee be established 
as a continuing body. 

Respectfully submitted, JoHN W. Cuine, Chairman. 

E. VINCENT ASKEY 

F. J. L. BLASINGAME 
EDWIN S. HAMILTON 
ARCH WALLS 


The Board of Trustees makes the following recommenda- 
tions with reference to the report just read: Because of the 
length of the report and the controversial nature of the subject, 
the Board feels that the House should have adequate time for 
its study and that the state associations should have opportunity 
to express their opinions. Therefore, it is recommended that 
the committee be continued but that action on the report be 
deferred until the June, 1954, Session. 

It is suggested that at that time the House be prepared to 
answer the following questions: 

1. Should modern osteopathy be classified as “‘cultist’’ healing? 

2. Since the objectives of the American Medical Association include 


improvement in undergraduate and postgraduate education, should doctors 
of medicine teach in osteopathic schools? 


3. Should the relationship of doctors of medicine to doctors of oste- 
opathy be a matter for determination by the several state associations? 


Majority Report of Reference Committee on 
Miscellaneous Business 

Dr. Walter P. Anderton, Chairman, presented the following 
majority report, signed by himself and Drs. Frank H. Krusen 
and Charles H. Phifer, which, after presentation of a minority 
report and extended discussion, was adopted: 

We, the majority of the Reference Committee on Miscel- 
laneous Business, recommend the adoption of the Supplemen- 
tary Report of the Board of Trustees on the report of the 
Committee for the Study of the Relations Between Osteopathy 
and Medicine. The resolution introduced by Dr. J. Lafe Ludwig 
for the California Medical Association on the subject of oste- 
opathy was considered with the supplementary report of the 
Board of Trustees on osteopathy, and it is our opinion that 
this resolution is covered by the supplementary report of the 
Board. A minority report from your reference committee will 
be presented. 

It is our opinion that the committee of the Board of Trustees 
has made a great contribution in its Study of the Relations 
Between Osteopathy and Medicine. It is a splendid and con- 
structive accomplishment, and requires complete knowledge, 
time, and very careful consideration in order that we may 
make no mistake in our recommendations and deliberations 
concerning it. 

There are many differences in the types of licensure granted 
to osteopaths in different states. We would call to your very 
careful consideration the special committee’s recommenda- 
tions: 

1. That the House of Delegates declare so little of the original concept 


of osteopathy remains that it does not classify medicine as currently 
taught in schools of osteopathy as the teaching of “‘cultist’’ healing. 

2. That the House of Delegates state that pursuant to the objectives 
and responsibilities of the American Medical Association which are to 
improve the health and medical care of the American people, it is the 
policy of the Association te encourage improvement in undergraduate 
and postgraduate education of doctors of osteopathy. 


3. That the House of Delegates declare that the relationship of doctors 
of medicine to doctors of osteopathy is a matter for determination by the 
State medical associations of the several states and that the state 
associations be requested to accept this responsibility. 

4. That the Committee for the Study of Relations between osteopathy 
and medicine or a similar committee be established as a continuing body. 
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The Board of Trustees also recommends that action on the 
report be deferred until the June, 1954, session. It is suggested 
that at that time the House be prepared to answer the following 
questions: 

1. Should modern osteopathy be classified as ‘‘cultist’’ healing? 

2. Since the objectives of the American Medical Association include 
improvement in undergraduate and postgraduate education, should doctors 
of medicine teach in osteopathic schools? 

3. Should the relationship of doctors of medicine to doctors of osteop- 
athy be a matter for determination by the several state associations? 


It is our present belief that these recommendations are sound, 
constructive, and demand from the House of Delegates the 
usual evaluation and support it likes to give to reports of our 
Trustees. We cannot see any cause for emergency action. As 
members of the Reference Committee on Miscellaneous Busi- 
ness, we would like to move the adoption and concurrence 
with the recommendations of the Supplementary Report of 
the Board of Trustees on the Study of the Relations Between 
Osteopathy and Medicine. 


Minority Report of Reference Committee on 
Miscellaneous Business 


Dr. Robertson Ward, for himself and Dr. George A. Unfug, 
presented the following minority report: 

This is a Minority Report of the Reference Committee on 
Miscellaneous Business. May I state that the signers of this 
minority report are in complete agreement with the remainder 
of the committee on all issues except that of the Supplemen- 
tary Report of the Board of Trustees relating to osteopathy. 
On this we disagree in that we, the minority, recommend 
immediate adoption of the Report of the Committee for the 
Study of Relations Between Osteopathy and Medicine. 

We of the minority of the Reference Committee on Mis- 
cellaneous Business are in complete agreement with the objec- 
tives and recommendations of the Committee for the Study 
of Relations Between Osteopathy and Medicine. We are of 
the opinion that it furnishes a sound and constructive ap- 
proach to many perplexing problems. A large number of dele- 
gates and members of the Association appeared before your 
committee. With few exceptions they advocated immediate 
action and described varied and pressing problems in their 
states. In our opinion, there was fairly general agreement 
among those testifying that the action proposed in the report 
would be of material assistance to them in solving problems 
which cannot be solved under present conditions. 

It was emphasized by some that their states looked to the 
American Medical Association for realistic leadership, and 
that, until positive leadership was provided, they would con- 
tinue to be embarrassed in their efforts to solve their prob- 
lems. We are of the opinion that such leadership should be 
provided as promptly as possible. 

The purposes of the first and second recommendations of 
the report are the improvement of the health and medical 
welfare of the American people by assisting in elevation of 
educational standards in schools of osteopathy and postgradu- 
ate opportunities for doctors of osteopathy. This would result 
in improvement of the level of practice of medicine by oste- 
opathic physicians to the benefit of large numbers of patients. 
This is in consonance with the announced objectives of the 
American Medical Association. 

It is obvious from the report and the hearings before your 
reference committee that various states have widely different 
circumstances to meet and that no over-all national policy 
can guide the solution of the differing problems. We are 
convinced that the objective of the third recommendation in 
the report is to permit each state to solve its own problems 
without imposing on such states conditions that would be 
unfair and unworkable. 

The only question between us and the signers of the ma- 
jority report was one of timing. We believe that this House 
of Delegates is more conscious of the problems and far better 
informed than any other group in the profession. The facts 
as developed by the study presented to the House are clear. 
We doubt that additional information of importance could be 
developed in the next year except to corroborate the informa- 
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tion now available. We believe that there would be a number 
of important disadvantages in delaying action and that these 
outweigh any advantage to be gained by delay. In view of oy, 
general agreement concerning the recommendations of the re. 
port and the objectives to be attained, we recommend that the 
report of the Committee for the Study of Relations Between 
Osteopathy and Medicine be approved and its recommenda. 
tions adopted at this session. 


Supplementary Report of Board of Trustees—Continyed 

The following portions of the supplementary report of the 
Board of Trustees were not referred to any reference com. 
mittee, the Speaker declaring that they were “for information 
only.” 


RELATIONSHIPS WITH NONPROFESSIONAL GROUPS 
IN THE HEALTH FIELD 


In September, 1952, following the adoption by the House 
of Delegates of the report of the Reference Committee op 
Medical Education and Hospitals in June of that year, a joint 
committee of the Board of Trustees and the Council on Medi- 
cal Education and Hospitals was appointed to study the whole 
question of the relationship of American medicine to profes. 
sional nonmedical groups in the health field. Since that time. 
the committee has met with representatives of interested 
organizations and with individual physicians, teachers, and 
scientists. A preliminary report on these meetings was sub- 
mitted to the Board of Trustees, but, because of the complex 
nature of the subject, definite conclusions have not as yet been 
reached. The Board has, therefore, authorized the committee 
to continue its study of the matter and has requested a further 
report for presentation to the House of Delegates in Decem- 
ber, 1953. 


RESOLUTION ON RELATIONSHIPS BETWEEN PHYSICIANS 
AND Lay TECHNICAL WORKERS IN AUXILIARY 
FIELDS OF MEDICINE 
The resolution on the establishment of a permanent bureau 
in the headquarters office to deal with problems arising con- 
cerning the relationship between medical practitioners and lay 
workers in auxiliary fields of medicine, introduced by Dr. 
Frank H. Krusen at the December, 1952, session of the House 
of Delegates, was referred to the joint committee of the Board 
of Trustees and the Council on Medical Education and Hos- 
pitals appointed to study closely related problems. A report 
of progress was received from the above committee, but final 
action is deferred until after the joint committee has made 
its final report on the relationship of American medicine to 

professional nonmedical groups in the health field. 


Address of Secretary of Department of Health, Education, 
and Welfare, Mrs. Oveta Culp Hobby 

Dr. Louis H. Bauer, President, introduced Mrs. Oveta Culp 
Hobby, Secretary of the United States Department of Health, 
Education, and Welfare, who addressed the House as follows: 

My grandmother would have viewed my presence at this 
assembly with some anxiety, if not with alarm. To her, a visit 
to the doctor, like the arrival of a telegram, meant a family 
emergency of the direst consequences. Had she learned that | 
was to consult some 200 physicians face to face, she would 
have concluded that my case was grave, if not critical. But 
I share the good health of millions of Americans whose well 
being is both the result of splendid medical care under a pri- 
vate voluntary medical system and the result of the increasing 
resources for prevention and treatment of disease in medical 
practice today, a development associated with this voluntary 
medical system. This medical practice, founded on the doctor- 
patient relationship, has been advanced by tremendous medical 
discoveries, the introduction of new techniques and specialities, 
and improved professional education during the past two gen- 
erations. Ironically, every advance of man seems to bring ts 
own problems; the Greeks had a word for it, “cost of oppor 
tunity.” A changing medical practice and a changing society 
have presented us with an embarrassing number of what are 
paradoxically problems of progress. It is the solution of thes? 
problems which now concerns us all. 
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] welcome this opportunity, especially, to consult with you, 
the nation’s medical leaders, representing as you do the Ameri- 
can Medical Association’s 140,000 physicians and surgeons, 
on these common problems. 

There is little controversy on our objective—the best medi- 
cal care possible for the people. It is the means to this end 
which raise the problems we face in achieving this purpose. 
One is the problem of supply. If we are to achieve our objec- 
tive, the supply of medical care must be adequate and avail- 
able to all the people. The second is the problem of using 
these medical resources under a policy which safeguards the 
traditional principles of our democratic American pattern. 

In simple terms, the problems of supply we are facing in- 
clude, first, problems relating to ways in which all the fruits 
of modern medicine can be brought within the reach of all 
the people. A vast array of new techniques of treatment in- 
volving costly equipment, costly medication, costly training, 
and the services of an army of ancillary personnel, are now 
involved in the problems of modern medicine. Although the 
doctor-patient relationship remains dominant, it is no longer 
a simple relationship. It has been complicated by the intro- 
duction of new specialties and factors, as well as by new 
emphasis on prevention of disease and renewed responsibility 
for the total health problems of the patient against the back- 
sround of his situation. Modern medicine is not only complex 
_it is expensive to supply. The second of these problems 
relates to meeting the cost of research underlying these medi- 
cal advances and continued progress. The third broad prob- 
lem relates to the supply of physicians in the face of mounting 
cost of education for the practice of this modern medicine. 
These, briefly, are our problems of supply. 

In the use of our medical resources, we must first be care- 
ful to work within the democratic principle. Democracy is a 
doctrine of free will, grounded on the demonstrated ability 
of man to judge his own individual and common interest on 
the basis of his common human experience. 

The freedom of man, therefore, to make his own choices 
in his “life, liberty, and pursuit of happiness,” choices which 
no other man can make for him, is essential to human dignity, 
development, and progress. Hence, although man is a social 
animal and must act with his fellows to achieve the common 
goals of humanity, freedom and well being, his right to self- 
direction must be safeguarded, in such social action, by the 
establishment of the social controls involved only with his 
active consent. 

The touchstones of democracy are “freedom,” “consent,” 
and “individual responsibility,” not responsibility vested in 
an “elite” group with power to make choices and provide for 
the individual. One of the most significant phrases in our 
Constitution is the phrase “promote—not provide—the com- 
mon welfare.” In democracy, no one need walk alone, but he 
does his own walking. These simple propositions may be said 
to be the dialectics of the democratic private enterprise system. 

Since we are committed to this democratic system as the 
system which creates the greatest opportunity for man’s 
achievement of dignity and freedom, any policy which impairs 
this principle is regressive. The impairment of the principle of 
{ree choice and consent in medical care which is inherent in 
a compulsory program of medical care, therefore, represents 
a break in the fabric of our democratic system. This break 
occurs, Moreover, in an area in which the value of the ele- 
ments of “choice” and “consent” is intensified because of the 
‘ery nature of the service involved. Under such a policy a 
long turn toward an authoritarian system would be made. 
The course of this social pathology is dangerously progres- 
‘ivé and difficult to reverse. 

It is clear that the democratic principle to which we are 
committed is not served by so-called socialized medicine. Such 
medical practice, moreover, not only violates the democratic 
Principle of free choice and consent, but it is unsound from 
a economic point of view—the second principle involved in 
the use of our medical resources. 


; Democracy not only protects man’s rights to free choice, and 
iS the only system which creates these conditions of human 
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progress, it is the most economical form of social-political 
organization man has yet devised. For when the government 
provides a service, the cost of a round-trip ticket for the dollar 
from the tax payer to the government back to the tax payer 
must be paid. Hence, the interposition of the government 
between the doctor and the patient is expensive and the total 
resources for medical care, research, and education are, at the 
last, reduced by the amount of this cost. This is the point 
which seems never to be fully recognized by those of socialist 
persuasion. 

We now come to a third principle which must govern the 
use of our medical resources, equal opportunity for medical 
care, the heart of our over-all objective. While in the short 
run it might appear that socialized medicine may achieve this 
end, in the long run its involved and costly administration, its 
deadly effects on free inquiry and research, and its impairment 
of democratic rights to free choice ultimately defeat our long- 
view purposes of continuing medical progress and the mainte- 
nance of the high standards of medical care which the Ameri- 
can medical profession has achieved for this country under a 
private voluntary system. “Equality” of medical opportunity 
becomes a hollow victory under these conditions. 

In brief, universal medical care provided by the government 
not only threatens the democratic principle but is uneconomic 
and inherently self-defeating. It is not the way to the achieve- 
ment of our objective—the best medical care and the highest 
level of national health possible. 

Socialized medicine is not a satisfactory solution of our 
problem: What are the alternatives? As a nation we cannot 
afford to fail to make available the best medical care possible 
to all our people. We must find ways to resolve the problems 
we set forth earlier. This Administration is looking, first, to 
the physicians of the country for leadership in meeting this 
challenge, and we look with confidence. 

The history of medicine is a record of devoted service to 
humanity. The American medical profession has long proved 
its devotion to these ideals. Its accomplishments constitute a 
proud record in medical history. The demands of today are 
only the continuing challenge in this long history of constant 
adaptation to a changing society, but never have these problems 
been more onerous and critical than today. I can put these 
issues no more clearly or forcefully than they were expressed 
by your illustrious President, Dr. Louis H. Bauer, in his monthly 
message to you in your Journal in February of this year. Dr. 
Bauer stated: “. . . I am afraid that too many physicians are 
indulging in wishful thinking that the clock can be turned 
back and that we can again practice medicine as it was practiced 
25 years ago, without involvement in all these socioeconomic 
problems. It is idleness to believe that. These problems are 
upon us; our whole way of life has been altered, and, whether 
we like it or not, we cannot close our eyes to it. If we fail 
to participate and lead in the solution of these problems, the 
solution will be taken out of our hands, and that solution will 
not be a happy one. No problem can be solved well if those 
most competent to advise hang back and ignore it. So it is 
up to those of us who are active in the affairs of medicine to 
educate our colleagues and to stimulate their interest in what 
may be termed the nonscientific aspects of medicine. Unless 
we handle these nonscientific matters properly, the scientific 
aspects will suffer, too.” We think the American Medical 
Association will meet this challenge. 

Second, this Administration looks to the individual citizen 
to meet his responsibilities by making full use of resources 
made available to him through modern medicine for the pres- 
ervation of his health, by prudent participation in pre-paid 
plans for medical care, and by assumption of common responsi- 
bilities for the advancement of the health of our nation. 

Again, we have faith that the individual citizen will meet 
this challenge. His understanding of the meaning of the ques- 
tions involved, however, should be widened. Under any plan 
he pays. He should learn more about what his dollar buys 
under a compulsory program administered by the government 
and under a private, voluntary system and what his democratic 
rights mean to him. 
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Third, this Administration looks to the community acting 
both through its private voluntary associations and its govern- 
mental bodies, for help in meeting this challenge. 

We are all familiar with the tremendous role of private 
foundations in the advancement of medical science in this 
country. It has been estimated that in 1951, philanthropic 
foundations such as Rockefeller Foundation, Ford Foundation, 
Commonwealth Fund, New York Foundation, Russell Sage 
Foundation, Guggenheim Foundation, and many others, con- 
tributed $10 million toward the support of medical research; 
voluntary health associations had contributed another $10 
million; and voluntary health agencies interested in specific 
diseases such as the American Cancer Society, Damon Runyon 
Medical Foundation, National Foundation for Infantile 
Paralysis, etc., had contributed another 10.6 million dollars in 
1951 (Who Pays for Medical Research, Medical Economics 
28:8 [July] 1951). The American Medical Association itself 
is one of these donors to causes of medical advancement. 

Governmental bodies also carry responsibilities in working 
out plans of medical care which meet our conditions and 
achieve our objectives. As this whole speech indicates, the role 
of the government, particularly the Federal Government, is 
a basic question in our problem. This Administration believes 
that under a democratic system, the government has an impor- 
tant role to play. The broad framework of this government 
responsibility was defined by President Eisenhower in his State 
of the Union message last February when he said: “First, the 
individual citizen must have safeguards against personal disaster 
inflicted by forces beyond his control; second, the welfare of 
the people demands effective and economic performance by 
the government of certain indispensable social services.” 

The Department of Health, Education, and Welfare has 
been created to discharge these responsibilities of the Federal 
Government. As the representative of this Department, I will 
briefly outline some of these responsibilities, which may be 
broadly defined as those functions which serve the health of 
the nation without affecting the doctor-patient relationship in 
medical practice. 

The first area of concern is public health—prevention of 
disease; improvement of standards of sanitation in all areas, 
including food and drugs; assistance and consultations to local 
communities in establishing and maintaining health services, 
etc. The achievements of government at all levels cooperating 
with voluntary groups in advancing public health in these 
fields are too well known to recount; these are not areas of 
controversy. 

Another appropriate area of government function is research. 
Although the achievements of private and voluntary organiza- 
tions and groups in research have been phenomenal, the 
increasing scope of research, its cost, its basic and indispensable 
role in modern medicine make it a field in which government 
support is sought. 

Other areas of governmental responsibility in medical fields 
not under the Department of Health, Education, and Welfare 
are responsibility for medical care and health of members of 
the armed forces and related responsibilities for such services 
to veterans. 

Another area in which the Congress has assumed an obliga- 
tion for medical care is in the rehabilitation program, the 
restoration of the disabled. This is one of the areas in which 
private and voluntary medical services have worked closely 
with government agencies with success and without prejudicing 
the principle of voluntary and private medical practice in a 
service administered by a government agency. This type of 
service is a development in democratic society for the com- 
munity care of those who are unable to provide essential 
services for themselves, the medically indigent. This aspect of 
our problem is increasing and is becoming one of the under- 
lying issues in this situation. Because of tremendous advances 
in medicine, people are living longer and the incidence of 
chronic disease is increasing. The implications of these facts, 
and the problems they pose, are well understood in this group. 


There remains another area where the pressure of need is 


compelling a review of all possible methods of solution, and 
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that is the area of medical education, where the financia| CTisis 
is growing. A recent estimate of need for additional support py 
medical schools, based on data accumulated by the Association 
of American Medical Colleges, shows that schools need ap- 
proximately $20 million a year to meet current inadequacies 
The medical profession has begun to contribute substantial 
sums (more than $3,000,000 to date) to the National Fund for 
Medical Education, organized to meet this emergency. In May 
the Fund reported that in addition to this money, corporate 
gifts amounting to $570,882 had been received with an adj. 
tional $300,000 in sight. At best, only 10% of the amoun 
needed is now available. There must be a renewed drive fo, 
voluntary support of medical education and increased support 
by local governments, for these problems of medical education 
cannot go unanswered. 

The importance of government responsibilities in these areas 


is considered of such moment by this Administration that , 
position fdr a Special Assistant for Health and Medica! Affairs 
has been set up in the Department of Health, Education, ang 
Welfare. I know you are extremely interested in the appoint. 
ment of this Special Assistant. I am sorry I am unable to 


announce that appointment today. During the past month, | 
have personally interviewed several outstanding candidates. 
At present, the FBI is securing full field checks on four men, 
Until I have these reports, I cannot forward my recommenda- 
tion to the President. But when these reports are received, my 
recommendation will be forwarded to the President at once 
and the nomination of a Special Assistant will be sent to the 
Senate for confirmation. I am pleased to assure you that he 
will be a doctor of medicine. 

In closing, let me quote again from your President, Dr. 
Bauer: “We can solve our difficulties if all contribute by sound 
thinking, by looking forward, not back, and by constant striving 
toward an ideal that we shall never reach, because we shall 
steadily increase that ideal .. .” 

We already have patterns of cooperation and joint action 
set by years of close partnership between the government, the 
people, and the medical profession. We can see the results of 
this partnership in every phase of our national health. We 
need only to push forward together to achieve a better health 
care for the people of the United States. We have the re- 
sources. We have the will. We shall surely find the way. 


The audience rose and applauded at the conclusion of Mrs. 
Hobby’s address. 


Introduction of Mr. A. Leslie Hodson 

Dr. Dwight H. Murray, Chairman, Board of Trustees, intro- 
duced Mr. A. Leslie Hodson of the legal firm of Kirkland, 
Fleming, Green, Martin and Ellis, Chicago, stating that Mr. 
Hodson has served the Board of Trustees as legal consultant 
for the past two years and that his services were available 
at this meeting of the House of Delegates particularly for any 
consultation desired by reference committees. 


Report of American Medical Education Foundation 


Dr. Elmer L. Henderson, President of the American 
Medical Education Foundation, presented the following 
report, which was referred to the Reference Committee on 
Reports of Board of Trustees and Secretary: 

I want first to thank the House of Delegates for affording 
me the opportunity to present a report on the progress that 
is being made by the American Medical Education Foundation 
in its effort to give financial assistance to the nation’s medical 
schools. The Foundation’s program to carry on a campaign 
at the state and local level through the medium of voluntect 
committees was adopted in the early part of 1952 and is still 
in effect, since it seemed wise to continue the grass rools 
approach as long as the present level of contributor returns 
continues. In 1951 we raised a total of $745,000 from 1,876 
contributors; from January to December, 1952, we saw that 
amount increased by $151,000 to a total of $906,000. The 
number of contributors grew from 1,876 in 1951 to 7,259 
1952, an increase of 287% over the previous year. 
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The Foundation has transferred in excess of $1,650,000 to 
the National Fund for Medical Education and, in turn, that 
organization has made grants to the nation’s 79 approved 
medical schools of more than $2,918,000. The medical pro- 
fession provided approximately 50% of the total dollars 
disbursed in the grants to our medical schools. The Founda- 
tion will make another transfer of funds to the National Fund 
on June 30, which we have every reason to believe will exceed 
one million dollars. This will bring the total raised and trans- 
ferred to over $2,650,000 during the 30 months that the 
Foundation has been in operation. In 1953, as in the previous 
year, we have set a goal for our efforts of $2 million dollars, 
and we are extremely hopeful that as the year progresses we 
shall see that goal attained. The goal is a realistic one that will 
enable the medical profession to carry its share of the National 
Fund’s goal of 10 million dollars, which will give the needed 
stimulus to business and industry to bring in the remaining 
§ million dollars. 

As you already know, the Trustees of the American Medical 
Association again voted a half million dollar grant to seed the 
1953 campaign. This is the third such grant and raises to 
$1,500,000 the money given to the Foundation by the A. M. 
A. | am happy to report that the majority of the states are 
now engaged in active campaigns to put this program across. 
Some of the state campaigns are in progress at this time, and 
others will be carried on toward the last months of the year. 
In general the picture is very gratifying on all fronts. 

At this time, I want to point out certain state efforts that 
have proved beyond much doubt that the cause is worthy and, 
when taken to the individual, will receive support. Illinois 
leads all states in the total sum contributed by its members, 
having voted an increase of $20 in the state society dues to 
go to the Foundation. Indiana, Pennsylvania, Nebraska, and 
Colorado also did outstanding work in their state campaigns. 
Nebraska was perhaps the outstanding state effort, despite 
the fact that Indiana led them in both dollars and total con- 
tributors. Under the leadership of Dr. L. D. McGuire of 
Omaha, in a 30 day period Nebraska raised $49,146 in cash 
and obtained almost $33,000 in pledges, payable over the next 
two years by the personal contact system. This from a state 
having a doctor population of 1,300 is certainly proof positive 
that if the Foundation’s program is taken to the doctor by the 
jeaders in his profession, he will respond. It also leaves little 
doubt that the doctor wants to keep the medical schools 
academically free and financially solvent. 

It is too early to make an accurate appraisal of the results 
of the various state campaigns for this year. However, when 
we look at the existing income figures, we have no qualms 
about saying that excellent progress is being made. The 
Foundation received during the first five months of this year 
$140,000 more than it had received from individual con- 
tributors for the same period in 1952. Including the half- 
million dollar American Medical Association grant, the 
Foundation has received $761,670 from 10,436 contributors, 
and you will be happy to hear that the contributors exceed 
1952's total by more than 3,100, with seven months remaining 
in the current campaign year. 

We have made very substantial progress, but we cannot 
relax our efforts if we are to attain the 2 million dollars 
which has been set for the profession. There is ample time for 
you to return to your home states and take an active part in 
raising this much needed money; and, before you find other 
pursuits to occupy your time, may I relay to you this word 
of advice from President Eisenhower, who, in a recent letter 
to the leaders of the National Fund for Medical Education, 
said, “Private support of higher education in America is 
fundamental to the democratic tradition. American business 
and the medical profession must assume a greater share of 
the operating costs of our medical schools or they shall have 
no recourse but to federal subsidy—a perilous alternative.” 

Gentlemen, we cannot assume because there has been a 
change of administration in our federal government that the 
threat of federal subsidy of our medical schools has passed— 
far from it. The Washington Office of this association in- 
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formed us earlier in the year that proposed legislation on this 
matter was probable during the current Congress. Now is the 
time for the medical profession to insure the future freedom 
of our medical schools by redoubling its efforts to make every 
member of the profession an active supporter of the Founda- 
tion. We have yet to meet the challenge squarely, and, until 
we do, most certainly we cannot expect American business 
to support this project wholeheartedly. I hope every member 
of this house will, if he has not already done so, contribute 
promptly and generously to the Foundation, and that he will 
make it his personal responsibility to return to his home state 
and take an active interest in the state effort. If you will do 
this, my report at this time next year will be one we can all 
be proud of; it will be a report of complete success. 

Gentlemen, the eyes of the general public are upon us, 
and we can strike another blow at socialization by doing a 
successful job within our profession—providing the necessary 
funds to keep our medical schools free from financial worry 
and their teaching standards at the present high levels. If we 
fail, it could well be the “foot in the door” that will allow 
the socialization of the medical profession and ultimately of 
our nation. I am sure that we will not allow this to happen, 
now or at any future date. It is not in the best tradition of 
our profession. 

I would like to announce that every one of your officers 
and every member of your board of trustees has contributed 
to the fund this year, as in past years. 1 wish I could say that 
for the members of the House of Delegates, and I want you 
to know that we will be glad to receive any contributions from 
you during this meeting. 


Report of Reference Committee on Reports of 
Board of Trustees and Secretary 

Dr. H. Russell Brown, Chairman, submitted the following 
report, which was adopted. 

Report of the American Medical Education Foundation 
Presented by Its President, Dr. Elmer L. Henderson: Your 
committee has studied this progress report and commends the 
outstanding efforts and accomplishments of Dr. Henderson 
and his Foundation in their fight to maintain and preserve 
academic freedom in medical education. Your committee 
recognizes that unless this voluntary effort is continued to its 
ultimate success, undesirable solutions to the problem may 
result. 

It has come to the attention of your reference committee 
that there exists widespread concern in our profession over 
the rising costs of medical education. Your committee believes 
that it is highly desirable to consider a long-range study of 
medical education in which all elements of our profession 
participate with equality of representation emphasized. 


Presentation of Certificates from American 
Medical Education Foundation 


Dr. Edwin S. Hamilton, member of the Board of Directors 
of the American Medical Education Foundation, announced 
the presentation of certificates—Awards of Merit—to organi- 
zations or individuals who had given $1,000 or more during 
the past year to the Foundation, as follows: 


American Society of Anesthesiologists 

Utah State Medical Association 

Southern Medical Association 

Woman’s Auxiliary to the Los Angeles County Medical Association 
American College of Radiology 

Woman’s Auxiliary to the American Medical Association 
Medical Association of Georgia 

Connecticut State Medical Society 

Medical Society of the State of New York 

Mr. Lawrence Saunders, Saunders Publishing Co. 

Dr. George F. Lull. 

Dr. Elmer L. Henderson 

Dr. Elmer Hess 

Dr. Gunnar Gundersen 


Dr. Hamilton announced the presentation of a _ special 
Award of Merit to Mr. Russell F. Staudacher, first Execu- 
tive Secretary of the Foundation. 


(To be continued) 
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MEDICAL NEWS 


ARIZONA 


Personal.—Dr. William Paul Holbrook, Tucson, recently gave 
the annual Ralph Pemberton memorial lecture before a 
joint meeting of the Philadelphia Rheumatism Society and the 
Eastern Pennsylvania Chapter of the Arthritis and Rheumatism 
Foundation. Dr. Lad R. Mezera, director of maternal and 
child health for the state department of public health, recently 
resigned to accept a similar position with the Kentucky State 
Health Department at Louisville. Dr. David M. Solomon, 
Phoenix, was recently named to membership in the state board 
of public welfare. Dr. R. Lee Foster, Phoenix, has been 
named editor-in-chief of Arizona Medicine. 














Maricopa Academy of Medicine——The Maricopa County 
Medicai Society recently opened its new headquarters, the 
Academy of Medicine, at 2025 N. Central St., Phoenix. The 
stucco structure, a former residence that has been remodeled, 
has offices, meeting rooms, a lounge, a 10,000 volume medical 
library, and employs a staff of 15. At the dedication services, 
Mr. Fred Mitten, executive secretary, paid the following 
tribute to Dr. Howell S. Randolph, Phoenix, who was chair- 
man of the library board in 1946, when the society adopted 








Headquarters for the Maricopa County Medical Society. 


its library expansion program: “The society owes a debt of 
gratitude to Howell Randolph. Without his vision and fore- 
sight the expansion fund would not have been established and 
it would not be possible for us to have our new headquarters 
today.” The present library board consists of Dr. Joseph 
Bank, chairman, Drs. Randolph, Hayes W. Caldwell, Fred 
W. Holmes, and David C. James, all of Phoenix. The Housing 
Committee, which arranged for purchase of the site, consisted 
of Dr. G. Robert Barfoot, chairman, and Drs. Holmes, Paul 
B. Jarrett, Hilary D. Ketcherside, George G. McKhann, and 
C. Selby Mills, all of Phoenix. 


CALIFORNIA 

Pediatric Conferences.—The University of California Medical 
School, San Francisco, will hold pediatric conferences, June 
22-26. Fee, $50. For information, write to Dr. Stacy R. 
Mettier, Head of Postgraduate Instruction, Medical Extension, 
University of California Medical Center, San Francisco 22. 





Health Aspects of Survival.—The third annual workshop on 
“Health Aspects of Survival” will be sponsored by the School 
of Public Health and the University Extension of the Univer- 
sity of California, with the cooperation of the California 





Physicians are invited to send to this department items of news of general 
interest, for example, those relating to society activities, new hospitals, 
education and public health. Programs should be received at least three 
weeks before the date of meeting. 


Office of Civil Defense and the Federal Civil Defense gq. 
ministration, June 22 to July 3. Among the topics to be cop. 
sidered are medical and health services in civil defense. 
emergency medical care, epidemic diseases, defenses against 
biological warfare, health aspects of disseminated radio. 
activity, and the need for health education. Field demonstra- 
tion will be given in medical care and rehabilitation of casual. 
ties, laboratory methods of disease control, techniques of 
instruction, experimental medicine, radioactive isotopes and 
atomic energy, and disaster operations. At the final dinner 
Thursday, 6:30 p. m., John Beeston, D.P.H., assistant pro- 
fessor of public health, University of California, Los Angeles, 
will speak on “London During the Blitz.” The fee for the 
workshop is $30. For further information write to the Depart. 
ment of Conferences and Special Activities, University 
Extension, University of California, Berkeley 4. : 


CONNECTICUT 


University News.—Dr. Arnold D. Welch has been appointed 
professor of pharmacology at Yale University School of 
Medicine, New Haven, to succeed the late Dr. William Salter. 
Dr. Welch has been chairman of the same department at 
Western Reserve University School of Medicine, Cleveland, 
since 1944 and is also chairman of the Committee on Growth 
of the National Research Council. Dr. Norman A. 
Cameron, professor of psychology and psychiatry at the Uni- 
versity of Wisconsin Medical School, Madison, has _ been 
appointed professor of psychiatry at Yale University. The 
recently completed West Haven Veterans Hospital, affiliated 
with the Yale University School of Medicine, has provisions 
for 340 general medical and surgical patients, 396 patients 
with tuberculosis, and 144 neuropsychiatric patients. 








FLORIDA 

University News.—Dr. Jacques S. Gottlieb, formerly pro- 
fessor of psychiatry, State University of Iowa College of 
Medicine, lowa City, who was recently appointed chairman 
of the department of psychiatry at the University of Miami 
School of Medicine, Coral Gables, and director of the Psychi- 
atric Unit of Jackson Memorial Hospital, Miami, will assume 
his new duties July 1. Dr. Gottlieb, a charter member of the 
Group for the Advancement of Psychiatry, is chairman of 
the Committee on Research of the American Psychiatric 
Association. 


ILLINOIS 


Fifty Year Club.—At a luncheon given during the annual 
meeting of the Illinois State Medical Society in Chicago, Dr. 
Ernest E. Irons, president of the Board of the City of Chicago 
Municipal Tuberculosis Sanitarium, was inducted into the 
50 Year Club. 


Institute for Public Health Officers.—The Illinois Association 
of Medical Health Officers and the Illinois Society for Mental 
Health will conduct an institute for public health officers of 
the local, county, and state health departments at Allerton 
Park, June 21-27, with the cooperation of the state depart- 
ment of public health and the state department of public 
welfare, which is financing the institute with funds available 
from the Illinois Mental Health Authority. The first of its 
kind in Illinois, the institute is planned to give key physicians 
in the state and local health departments an opportunity to 
explore the mental health implications of public health pro- 
grams and thus further improve the effectiveness of the service 
of the health departments to their communities. Speakers for 
the institute are Drs. Roger W. Howell, professor of mental 
health, University of North Carolina School of Public Health, 
Chapel Hill; Edward M. Thompson, Clinton, president, 
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[llinois Association of Medical Health Officers; Roland R. 
Cross, Springfield, director, Illinois Department of Public 
Health; Otto L. Bettag, Chicago, director, Illinois Department 
of Public Welfare; Harald M. Graning, Chicago, regional 
medical director, Region 5, U. S. Public Health Service; 
Nathaniel S. Apter, head, division of psychiatry, University 
of Chicago School of Medicine; Helen C. Coyle, Peoria; and 
Julius B. Richmond, superintendent, Institute for Juvenile 
Research, Chicago. 


Chicago 

Meeting on Industrial Medicine—The Chicago Society of 
Industrial Medicine and Surgery will hold its annual meeting 
June 22, 8 p. m. in the Palmer House (room 18, fourth floor), 
under the presidency of Dr. George W. Bohr. Dr. Edward C. 
Holmblad, managing director, Industrial Medical Association, 
will present “Highlights of Los Angeles Industrial Health 
Conference,” and Dr. Max S. Sadove, University of Illinois 
College of Medicine, will speak on “Anesthesia and Analgesia 
for the Emergency Patients.” All persons of allied medical 
groups and especially members of the Chicago Medical Society 
are invited. 


Don Anderson Appointed Dean at Rochester.—Dr. Donald G. 
Anderson, Secretary of the A. M. A. Council on Medical 
Education and Hospitals since 1947, and formerly dean of 
Boston University School of Medicine, has been named dean 
of the University of Rochester (N. Y.) School of Medicine 
and Dentistry, effective with the opening of the 1953-1954 
academic year. He succeeds Dr. George Whipple, dean since 
the founding of the school in 1920, who will continue to 
serve as professor of pathology. Dr. Anderson has been affili- 
ated with the Boston City Hospital and Massachusetts Me- 
morial Hospital in Boston, and St. Luke’s and Presbyterian 
hospitals and the Columbia University College of Physicians 
and Surgeons in New York. He is secretary of the Committee 
for Survey of Medical Education and secretary of the Joint 
Committee on Medical Education in Time of National 
Emergency. 


IOWA 

National Cancer Award.—With the recent presentation of the 
American Cancer Society 1953 Cancer Crusade Plaque and 
Citation to the Linn County chapter, lowa became the first 
division of the American Cancer Society to win top national 
recognition three consecutive years for outstanding work in 
cancer control. 


Institute of Gerontology.—As an outgrowth of discussions by 
state leaders attending the first Iowa Conference on Geron- 
tology, the State University of Iowa, Iowa City, has announced 
the creation of the Iowa Institute of Gerontology, which will 
serve as a research station and service center for the pooling 
of resources and work concerning the problems of Iowans over 
65 years of age. The institute will also collect data in such 
areas as financial resources, employment, housing, recreation, 
family life, and religious expression, making such data avail- 
able to all seeking information on these subjects. 


MAINE 


Centennial Session in Portland.—The 100th anniversary of 
the Maine Medical Association will be celebrated at the 
annual convention in the Eastland Hotel, Portland, June 
21-24. Dr. Eugene H. Drake, Portland, president, will open 
the public meeting at the City Hall Auditorium Sunday, 8 
Pp. m., at which Gov. Burton M. Cross will deliver an address 
and Dr. Thomas A. Foster, Portland, will give a historical 
sketch of the association. Monday at 9:30 a. m. the Maine 
Ophthalmological Society will conduct an eye clinic at the 
Maine Eye and Ear Infirmary, Portland. Tuesday and Wednes- 
day, 9:30 a. m., there will be scientific clinic series at the 
Maine General Hospital, Portland (Dr. J. Robert Downing, 
Kennebunk, presiding), and Mercy Hospital, Portland (Dr. 
Ralph C. Stuart, Guilford, presiding). The luncheon meeting 
of the Maine Ophthalmological Section, Monday, 12:30 p. m., 
In the Colonial Room, will be followed by an address on 
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“Newer Concepts in Glaucoma” by Dr. Paul A. Chandler, 
Boston. The Portland Medical Club will be host at a cocktail 
party Tuesday 5:30 p. m., which will be followed by dinner 
in the Eastland Hotel ballroom. Dr. Harris P. Mosher, 
Walter Augustus Lecompte Professor of Otolaryngology and 
professor of laryngology, emeritus, Harvard Medical School, 
Boston, will speak on “My Creed,” and Dr. Fred J. Pritham, 
Greenville Junction, will give “Memoirs of a Country Doc- 
tor.” Dr. Ernest B. Howard, Assistant Secretary, American 
Medical Association, Chicago, will address the indoctrination 
meeting for new members at a luncheon Wednesday and will 
be guest speaker at the annual banquet at 6:30 p. m., when 
his subject will be “A. M. A. Serves the Profession.” The 
president’s address will be delivered by Dr. Drake at the 
banquet. 


MASSACHUSETTS 


Program on Occupational Health.—‘“Management Responsi- 
bility for Occupational Health” will be the subject of a special 
summer program at the Massachusetts Institute of Tech- 
nology, Cambridge, June 22-26. The program, under the joint 
supervision of Dr. Dana L. Farnsworth, director of the 
M. I. T. medical department, and Dr. Harriet L. Hardy, head 
of the M. I. T. occupational medical service, will include 
industrial medical organizations and the supporting adminis- 
trative relationships; effects of toxic chemicals, harmful dusts, 
and excess ionizing radiations, with methods of control; pro- 
cedures for handling fire and explosion risks; and personality 
factors involved in the relationships within industrial organiza- 
tions. Such problems as the privacy of medical knowledge, 
medicolegal responsibility, management’s interest in proper 
placement of very young and aging workers, and rehabilitation 
of younger injured workers will be discussed. Information 
may be obtained from the Director of the Summer Session, 
Room 3-107, Massachusetts Institute of Technology, Cam- 
bridge 39. 


MISSISSIPPI 


State Association Building.—The Mississippi State Medical 
Association has opened negotiations for the procurement of 
land for a permanent, modern building in which the central 
office of the association will be housed. The proposed site is 
adjacent to the new medical school now under construction in 
Jackson. 


MONTANA 


Medical-Surgical Conference.—The annual Cascade County 
Medical-Surgical Conference will be held at the Meadow Lark 
Country Club, Great Falls, June 22-23. Guest speakers will 
include: Drs. Norman F. Miller, Arthur C. Curtis, and Albert 
C. Furstenberg, Ann Arbor, M. Digby Leigh, Vancouver, 
B. C., Canada, Wesley W. Spink, Minneapolis, and Arild E. 
Hansen, Galveston, Texas. There will be round-table discus- 
sions both days. The banquet will be held Monday. 


Personal.—The Women’s Medical College of Pennsylvania, 
Philadelphia, recently named Dr. Dora Von Holdt Walker of 
Great Falls as a member of its board to serve in an advisory 
capacity. Dr. Walker, who has practiced in Great Falls for 35 
years, was the first woman president of the Cascade County 
Medical Society. She is the widow of Dr. Thomas F. Walker. 
A son, Dr. Thomas F. Walker Jr., also practices in Great 
Falls. 





Society News.—The Montana Academy of Oto-Ophthalmology 
recently elected Dr. Joseph C. LaPierre, Butte, president, and 
reelected Dr. Harvey L. Casebeer, Butte, as secretary-treasurer. 
The Montana Obstetrical and Gynecological Society at 
its Spring meeting in Bozeman elected Dr. Stephen N. Preston, 
Missoula, to serve as president for a term of two years. Dr. 
Harold W. Fuller, Great Falls, was named president-elect, 
and Dr. Leonard W. Brewer, Missoula, secretary-treasurer. 
At the recent meeting of the Northeastern Montana 
Medical Society, Dr. Joseph H. Williams, Culbertson, was 
elected president, and Dr. Henry J. Borge, Wolf Point, was 
reelected secretary-treasurer. 
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NEW YORK 

Medal to Dr. Snell.—At the annual meeting of the Rochester 
Academy of Medicine, Dr. Albert C. Snell Sr., Rochester, a 
former chairman of the A. M. A. Section on Ophthalmology, 
was awarded the Albert David Kaiser medal. Dr. Snell is the 
author of “Industrial Ophthalmology” and has published many 
articles in medical journals. He is a past president of the 
Monroe County Medical Society and has served as secretary 
and president of the American Academy of Ophthalmology 
and Otolaryngology. 





Cerebral Palsy Institute——The third professional cerebral 
palsy institute for physicians, nurses, physical, occupational, 
and speech therapists, social service guidance workers, and 
teachers will be held June 29 to July 10 at Brooklyn College 
under joint sponsorship of the Coordinating Council for 
Cerebral Palsy in New York City and the speech and hearing 
department of Brooklyn College. The program will feature 
related problems in the area of speech disabilities relative to 
persons with cerebral palsy. Information may be obtained 
from Marguerite Abbott, executive director, Coordinating 
Council for Cerebral Palsy, 509 Madison Ave., New York. 


New York City 


Dr. Hetrick Retires as Dean.—Dr. J. A. Werner Hetrick, 
who has served the New York Medical College Flower and 
Fifth Avenue Hospitals as dean since 1941, and as president 
since 1942, has announced his retirement as dean; he will 
continue as president. Dr. Hetrick served as registrar from 
1925 to 1927, when he was appointed assistant dean and 
professor of otolaryngology. In recognition of his services, 
the board of trustees and the faculty bestowed on Dr. Hetrick 
the honorary degree of doctor of science at the 1951 gradu- 
ation exercises. Dr. Ralph E. Snyder, assistant dean of the 
college since 1951, has been appointed executive dean. 


Dr. William Dock Honored.—At a dinner at the Waldorf- 
Astoria, a portrait of Dr. William Dock, professor of medi- 
cine, State University of New York College of Medicine at 
New York City, Brooklyn, was presented to the college and 
the Kings County Hospital by a group of his Brooklyn 
associates. Dr. Jean A. Curran, dean of the college, and Dr. 
Israel Magelaner, medical superintendent of the hospital, 
accepted the portrait. The principal speaker was Dr. William 
H. Resnik, Yale University, New Haven, Conn. Other guest 
speakers included Dr. Tinsley R. Harrison, Birmingham, Ala., 
Drs. Chester S. Keefer and Samuel A. Levine, Boston, and 
Dr. Perrin H. Long, Brooklyn. Dr. Dock, who became pro- 
fessor of medicine at the Long Island College of Medicine, 
now State University of New York College of Medecine at 
New York City, in 1944, previously served as professor of 
pathology at Cornell University Medical College and at 
Stanford University School of Medicine, San Francisco. 


OKLAHOMA 

Society News.—Dr. Gilbert L. Hyroop, Oklahoma City, will 
be guest speaker for the Tulsa Academy of General Practice 
June 22, 8 p. m. at the Hotel Tulsa. His subject will be 
“Reconstructive Surgery of the Hand.” 


New Alpha Omega Alpha Chapter.——At the installation of 
the University of Oklahoma chapter of the Alpha Omega 
Alpha society in Oklahoma City, 26 men were initiated as 
charter members. Dr. Walter L. Bierring, Des Moines, Iowa, 
national president of the organization, presented the charter 
at a dinner in the Oklahoma Club. 


PENNSYLVANIA 

Medical School Crisis Discussed by Business Leaders.—Under 
the auspices of the National Fund for Medical Education, steps 
to mobilize private financial support in the Philadelphia area 
in behalf of the nation’s 79 medical schools were recently 
discussed at a meeting of industrialists, business leaders, and 
educators, sponsored by Mr. Francis Boyer, president of 
Smith, Kline & French Laboratories, Philadelphia. This is the 
eighth of a national series in support of the fund’s 10 million 
dollar solicitation campaign to overcome serious financial 
deficits facing the medical schools. 
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Personal.—Dr. John B. Levan, president of the Pennsylvania 
Heart Association, has been named chief of the Cardiology 
department of St. Joseph’s Hospital, Reading. Dr. Levan alg 
serves as assistant professor of medicine at the Woman’ 
Medical College of Pennsylvania in Philadelphia——p,;, ¢ 
Irvin Stiteler, Chester, who for 27 years served in the House 
of Delegates of the Medical Society of the State of Pennsy). 
vania and for many years as editor of the Bulletin of the 
Delaware County Society, recently resigned his editorial post 
The county society presented him with a citation wrist watch 
as a token of appreciation for his services. Dr. Henry R 
Steadman, chief medical director of the Erie schoo! system 
for 35 years, has announced his retirement, effective Jy 1 
Dr. Wilbur S. Wallace, who served as his assistant for the 
past five years, has been named to succeed him. 





Pittsburgh 

Dr. McGibony Succeeds Dr. Brooks.—Dr. John R. Me. 
Gibony, medical director, U. S. Public Health Service, has 
been named professor of hospital and medical administration 
in the University of Pittsburgh Graduate School of Public 
Health, succeeding Dr. Glidden L. Brooks, who has resigned 
to become medical director of United Cerebral Palsy op 
July 1. Before joining the Service in 1936, Dr. McGibony 
served as chief medical officer and hospital administrator oj 
the Indian agencies at Belcourt, N. D., and Pine Ridge, S. D. 
deputy state health officer for the North Dakota State Health 
Department, superintendent of the Phoenix (Ariz.) Sana- 
torium, and administrator for the Office of Indian Affairs jn 
the Department of Interior, with administrative jurisdiction 
over 75 hospitals. He became simultaneously director of 
health for the Office of Indian Affairs and hospital consultant, 
Hospital Facilities Section of the U. S. Public Health Service, 
subsequently being appointed assistant chief, Division of 
Hospital Facilities, a position he held until he assumed his 
present position in 1949. Dr. McGibony, who is a hospital 
consultant to the National Security Resources Board and a 
faculty lecturer at the Naval Medical School, Bethesda, Md. 
is the author of “Principles of Hospital Administration.” 


WISCONSIN 


Conference on Alcohol Studies.—The annual Conference on 
Alcohol Studies, sponsored by the University of Wisconsin 
Extension Division, will be held on the campus at Madison, 
June 22-26. Participation is primarily for physicians, medical 
and health personnel, social workers, teachers, clergymen, 
police and parole officers, vocational rehabilitation workers, 
industrial personnel, and students. Recent trends in treatment 
and research in alcohol and alcoholism, and methods of 
community organizations and educational institutions in deal- 
ing with the problem, will be discussed by authorities in the 
field from the University of Wisconsin, the Yale University 
Center of Alcohol Studies, state agencies, and national groups. 
Information may be obtained from Prof. J. L. Miller, Con- 
ference Director, 206 Extension Building, University of Wis- 
consin, Madison 6. 


State Laboratory of Hygiene—The State Laboratory of 
Hygiene, which originated in 1903 in a single small room in 
the basement of Agricultural Hall at the University of Wis- 
consin in Madison, recently dedicated its new $1,125,000 
building. The laboratory, which is directed by Dr. William D. 
Stovall, conducts tests on some 170,000 specimens sent to it 
annually by physicians, veterinarians, public health nurses, 
sanitarians, and others throughout the state. This compares 
with 7,000 tested in 1910 and 60,000 in 1928, when the 
laboratory was moved to the Service Memorial Institutes 
building. Dr. Carl N. Neupert, director of the state board ol 
health, presided at the dedicatory ceremonies. Other speakers 
included Dr. William S. Middleton, dean of the University 
of Wisconsin Medical School, Dr. Stovall, Dr. Joseph ©: 
Griffith, Milwaukee, president of the State Medical Society 
of Wisconsin, and Dr. Leonard A. Scheele, surgeon general, 
U. S. Public Health Service, who delivered the chief dedica- 
tion address and spoke at the testimonial dinner tendered by 
the state society to Dr. Stovall. 
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GENERAL 

Fulbright Awards Offered.—U. S. government awards (1954- 
1955) under the Fulbright Act have been announced for 
Austria, Belgium and Luxembourg, Denmark, Egypt, Finland, 
France, Germany, Greece, Iraq, Italy, Japan, the Netherlands, 
Norway, Pakistan, Sweden, and the United Kingdom and 
Colonial Dependencies. Application forms for university lec- 
turing and postdoctoral research are obtainable from the Con- 
ference Board of Associated Research Councils, Committee on 
International Exchange of Persons, 2101 Constitution Ave., 
Washington 25, D. C. Applications must be postmarked no 
later than Oct. 15, 1953. 


Traffic Safety Honor Roll.—The National Safety Council 
announces that, for going through the entire year 1952 with- 
out a single traffic fatality, 799 cities with more than 5,000 
population have won places on the honor roll of its traffic 
safety contest. This is an increase of 52 from the number on 
the 1951 honor roll. The largest no-death city in 1952 was 
Evanston, IIL, with a population of 73,600. Hobart, Okla. 
(5,400 population) which has never had a traffic death since 
its incorporation in 1901, maintained its perfect record through 
1952 for the longest sustained performance among cities of 
more than 5,000 population. Among cities of more than 
10,000, top honors for sustained no-death records went to 
Belmont, Mass. (27,400), with a record of six consecutive 
death-free years. 


Fellowship Program for Israel.—Hadassah, the Women’s 
Zionist Organization of America, Inc., recently announced the 
establishment of a $500,000 medical fellowship program, de- 
signed to elevate the standards of medicine and science in 
Israel. The program will enable promising young physicians, 
nurses, and scientists to come to the United States from Israel 
to pursue intensive one and two year courses of study in their 
specialties in American institutions. Cooperating institutions 
are said to include the University of California, Yale Univer- 
sity and Medical School, New Haven, Conn., Harvard Medical 
School, Boston, Beth Israel Hospital in Boston, Columbia 
University College of Physicians and Surgeons, New York, 
Cornell University Medical College and the New York Hos- 
pital, Johns Hopkins University and Medical School, Balti- 
more, and Rockefeller Institute for Medical Research, New 
York. 





Fellowships in Radiation Therapy.—The American Cancer 
Society offers clinical fellowships in radiation therapy to 
properly qualified graduates in medicine who have already 
received thorough basic training in radiation therapy, and who 
wish further training in that specialty at certain clinics in the 
United Kingdom, the Scandinavian countries, and France. 
Fellowships are available to citizens of the United States who 
are graduates of recognized medical schools in the United 
States, who have previously received training in therapeutic 
radiology acceptable to the American Board of Radiology as 
credit toward certification, and who are under age 40. Priority 
will be given to physicians (1) who are already certified by the 
American Board of Radiology, (2) who have completed the 
required training in preparation for board examinations but 
who have not yet taken the examinations, and (3) who, while 
intending to complete board requirements and take the exami- 
nations, are still in the training period. The fellowship period 
will be one year, although in exceptional circumstances, and 
when not competing with new applications, renewal for one 
year or less will be considered. For information, write Dr. 
Brewster S. Miller, Director, Professional Education Section, 
American Cancer Society, Inc., 47 Beaver St., New York 4. 


Meeting of American Orthopaedic Association.—This or- 
ganization will hold its annual meeting June 29 to July 2 at 
the Homestead, Hot Springs, Va. Dr. James A. Dickson, 
Cleveland, will deliver the presidential address Tuesday. 
Monday at 6:30 p. m. the president’s reception and cocktail 
party will be held, and at 9:30 p. m. “Movie Memories of 
A. O. A. Meetings 1947-1952” will be shown. Tuesday at 
9:30 p. m. there will be movies on “The A. O. A. Returns to 
London” and “Movies of the Combined Meeting in 1952.” 
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The golf tournament will be held Tuesday and Wednesday 
at 2:30 p. m. The annual banquet and ball will take place 
Wednesday 3 p. m. in the Empire Room. A paper on “An 
Experimental Study of the Effect of Cortisone on the Healing 
Process and Tensile Strength of Tendons” will be presented 
by invitation, Thursday, 9 a. m., by Dr. Richard N. Wrenn, 
Dr. J. Leonard Goldner, and Joseph E. Markee, Ph.D., 
Durham, N. C. Other speakers by invitation include: Drs. 
William H. von Lackum, Robert Wylie, and James B. Jones, 
New York, Dr. Ernest A. Brav, San Francisco, Drs. E. Bruce 
Tovee and Frederick P. Dewar, Toronto, Canada, Drs. Louis 
E. Ward and Edward D. Henderson, Rochester, Minn., Dr. 
Robert J. Joplin, Browkline, Mass., and Dr. Thornton Brown, 
Boston. 


Prevalence of Poliomyelitis.—According to the National Office 
of Vital Statistics, the following number of reported cases of 
poliomyelitis occurred in the United States, its territories, and 
possessions in the weeks ended as indicated: 
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CANADA 


Society News.—The Canadian Neurological Society will hold 
its annual meeting June 20-21 at the University of Manitoba 
Medical College in Winnipeg, under the presidency of Dr. 
Jean Saucier, Montreal, Quebec. The scientific sessions will 
close Sunday with a symposium on neuropathies, 2:15 to 
4:30 p. m. Seventeen other presentations are scheduled. The 
annual dinner will be held Saturday, 7 p. m. at the Royal 
Alexandra Hotel. 





LATIN AMERICA 

Meeting on Orthopedics and Traumatology.—The Latin 
American Society of Orthopaedics and Traumatology and the 
Brazilian Society of Orthopaedics and Traumatology will meet 
jointly in Rio de Janeiro, Brazil, July 19-26. Symposiums will 
be presented on scoliosis, reticuloendothelioma, fractures of 
the calcaneus, fractures of the upper extremity of the humerus, 
and arthroplasties with metal and acrylic prostheses. Courses 
will be given on surgical treatment of the paralytic foot, treat- 
ment of fractures of the upper extremity in childhood, recur- 
rent dislocation of the shoulder, treatment of the paralytic 
pelvis and knee, and endocrine and metabolic bone disturb- 
ances. The new building of “Clinica Ortopédica e Traumatol6- 
gica” of Sao Paulo University will be dedicated after the 
meeting. For information contact the secretary of the meeting, 
Praca Floriano 31, 3° andar, sala 303, Rio de Janiero, Brazil, 
South America. 


FOREIGN 

Exhibition of Plastic Arts—The Royal Netherlands Medical 
Association will hold an exhibition of plastic arts by physi- 
cians during the World Medical Association congress at The 
Hague Aug. 31 to Sept. 7. Physicians are invited to send 
paintings, drawings, sculpture, and illustrated books. There 
will be no space for industrial arts. For information write 
to Dr. A. Melchior, Raamsingel 4, Haarlem. 


Irish Medical Association.—The annual general meeting of 
the Irish Medical Association will be held in De La Salle 
College, Waterford, June 30 to July 4, under the presidency 
of Prof. Thomas G. Moorhead, Regius Professor of Physic, 
Dublin University. Medical films will be shown Tuesday, 
4:30 to 5:30 p. m. Topics for discussion include antenatal 
care, antibiotics in general practice, and emergencies in gen- 
eral practice: medical, surgical, and obstetric. On Saturday 
there will be a visit to the new Regional Sanatorium at 
Ardkeen. 


Radiological Congress.—The International Congress of Radi- 
ology will be held at Monsted Hall, Copenhagen, Denmark, 
July 19-24. Subjects for the general meetings are “Protection 
Against Ionizing Radiation,” “Contrast Media in Diagnosis 
and Risks Associated Therewith,” “Radio Resistance,” and 
“Uniformity in Therapeutic Cancer Statistics.” Symposium 
topics include tomography, chemotherapy of cancer, diagnosis 
with high voltage rays, radioactive isotopes in medical 
therapy, angiocardiography, isotopes in biology, present status 
of radiotherapy in benign diseases, tumors of the lung, osteo- 
chondrosis of the spine, pathogenesis of leukemia, and cancer 
of the cervix uteri. 


Funds for Medical Schools.—The Rockefeller Foundation has 
appropriated $500,000 to the American University of Beirut, 
Lebanon, for development of the university’s medical division. 
The current grant will be available in sums of $100,000 for 
every $200,000 raised by the university from other sources 
during a five year period that began March 1. The financial 
support of the foundation will go toward the first phase of a 
modernization program for the medical school; 12 full-time 
faculty positions in preclinical and clinical departments will 
be added to the school as soon as possible. The Indian 








Council of Medical Research has been given 550,000 rupees 
(approximately $121,000) by the foundation for postgraduate 
medical fellowships. Over a three year period the council will 
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help train additional Indian medical students to teach in India’, 
medical colleges, adding 25 to the 26 trainees now supported 
annually. Ordinarily each fellowship will last for two years, 


CORRECTION 

Treatment of Methylrosaniline Poisoning with Fluorescein 
Solution.—In the clinical note by Hosford and Smith on this 
subject, in THE JOURNAL, Dec. 13, 1952, page 1482, there 
appears an erroneous chemical structure of the salt formed by 
these two dyes. The correct chemical structure follows. 
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EXAMINATIONS 
AND LICENSURE 








NATIONAL BOARD OF MEDICAL EXAMINERS 


NATIONAL BOARD OF MeEpDIcAL EXAMINERS: Parts I and II. All centers 
where there are five or more candidates. June 22-24 and Sept. 8-10 
(Part I only). Candidates may file applications at any time, but the 
National Board must receive them at least six weeks before the date of 
the examination they wish to take. Part III. June 9-26. Examination will 
be held in each of 31 centers having five or more eligible candidates. 
Exec. Sec., Dr. John P. Hubbard, 133 South 36th St., Philadelphia 4. 


EXAMINING BOARDS IN SPECIALTIES 

AMERICAN BOARD OF ANESTHESIOLOGY: Written. Various locations, July 16, 
Final date for filing applications was January 17. Sec., Dr. C. B. Hick- 
cox, 80 Seymour St., Hartford 15. 

AMERICAN BOARD OF DERMATOLOGY AND SYPHILOLOGY: All candidates must 
now pass a written examination. Written. Various centers, Sept. 3. Oral. 
Philadelphia, Oct. 16-18. To be eligible, candidate must complete 36 
months of training before Oct. 1. Final date for filing applications was 
May 1. Exec. Sec., Miss Janet Newkirk, 66 East 66th St., New York 21. 


AMERICAN BOARD OF INTERNAL MEDICINE: Oral. San Francisco, Sept. 28-30, 
Chicago, Nov. 30-Dec. 2. The closing date for acceptance of applications 
for the San Francisco and Chicago oral examination was April 1. 
Written. October 19. The closing date for acceptance of applications was 
May 1. Exec. Sec.-Treas., Dr. William A. Werrell, 1 West Main St., 
Madison 3. 

AMERICAN BOARD OF NEUROLOGICAL SURGERY: Oral. New Haven, October. 
Final date for filing application is July 1. Sec., Dr. Leonard T. Furlow, 
Washington University School of Medicine, Kingshighway and Euclid 
Ave., St. Louis. 

AMERICAN BOARD OF OPHTHALMOLOGY: Chicago, Oct. 5-9. Written. Various 
Centers, January 1954. Final date for filing applications is July 1. Sec., 
Dr. Edwin B. Dunphy, 56 Ivie Road, Cape Cottage, Maine. 

AMERICAN BOARD OF ORTHOPAEDIC SURGERY: Chicago, January 1954. Final 
date for filing application is August 15. Sec., Dr. Harold A. Sofield, 
122 S. Michigan Ave., Chicago 3. 


AMERICAN BOARD OF OTOLARYNGOLOGY: Oral. Chicago, Oct. 5-9. Sec., Dr. 
Dean M. Lierle, University Hospital, lowa City. 


AMERICAN BoOarRD OF PeEDiATRICS: Oral. Ann Arbor, June 26-27. Place 
undecided, Oct, 9-11 (tentative); Indianapolis, November. Exec. Sec., 
Dr. John McK. Mitchell, 6 Cushman Road, Rosemont, Pa. 


AMERICAN BOARD OF PLASTIC SURGERY: Final date for receipt of case re- 
ports for the fall examination (October-November) is June 1 of each 
year. Corres. Sec., Mrs. Estelle E. Hillerich, 4647 Pershing Ave., St. 
Louis 8, Mo. 


AMERICAN BOARD OF ProctoLocy: Part II. Oral and Written. Anorectal 
Surgery and Proctology. Philadelphia, Sept. 19. Sec., Dr. Louis A. Buie, 
102-110 Second Ave. S.W., Rochester, Minn. 


AMERICAN BOARD OF RADIOLOGY: Oral. Radiology, Roentgenology, Diag- 
nostic Roentgenology and Therapeutic Radiology. Chicago, Dec. 6-11. 
Final date for filing application is July 1. Sec., Dr. B. R. Kirklin, 102-110 
Second Ave. S.W., Rochester, Minn. 

BoarD OF THORACIC SURGERY: Written. Various centers throughout the 
country, September 11. Final date for filing application is July 1. Sec., 
Dr. William M. Tuttle, 1151 Taylor Ave., Detroit 2. 


Vo 


R¢ 


Sc 









as 


ed 





vol. 152, No. 8 





MEETINGS 








AMERICAN MEDICAL ASSOCIATION: Dr. George F. Lull, 535 North 
Dearborn St., Chicago 10, Secretary. 
1953 Clinical Session, St. Louis, Dec. 1-4, 
1954 Annual Session, San Francisco, June 21-25. 
1954 Clinical Session, Miami, Florida, Nov. 30-Dec. 3. 
1955 Annual Session, Atlantic City, N. J., June 6-10. 


ALASKA TERRITORIAL MEDICAL ASSOCIATION, Sitka, July 15-17. Dr. William 

 p. Blanton, P. O. Box 2569, Juneau, Secretary. 

AMERICAN ORTHOPEDIC ASSOCIATION, The Homestead, Hot Springs, Va., 

~ June 20-July 1. Dr. George O. Eaton, 4 East Madison St., Baltimore 2, 
Secretary. 

AMERICAN VETERINARY MEDICAL ASSOCIATION, Royal York Hotel, Toronto, 

~ Canada, July 20-23. Dr. J. G. Hardenbergh, 600 South Michigan Bivd., 
Chicago 5, Executive Secretary. 

Maine MEDICAL ASSOCIATION, Eastland Hotel, Portland, June 21-24. Mr. 
W. Mayo Payson, 142 High St., Portland 3, Executive Secretary. 


NATIONAL MEDICAL ASSOCIATION, Nashville, Tenn., Aug. 10-14. Dr. John 
T. Givens, 1108 Church St., Norfoik 10, Va., Executive Secretary. 


PaciFic DERMATOLOGIC ASSOCIATION, Olympic Hotel and University of 
Washington, Seattle, July 9-10. Dr. Ervin H. Epstein, 447 29th St., Oak- 
land 9, Calif., Secretary. 

Rocky MOUNTAIN CANCER CONFERENCE, Denver, July 8-9. Mr. Harvey T. 
Sethman, 835 Republic Bldg., Denver 2, Secretary. 


SociETY OF AMERICAN BACTERIOLOGISTS, Palace Hotel, San Francisco, Aug. 
10-14. Dr. John H. Bailey, Sterling-Winthrop Research Institute, Rens- 
selaer, N. Y., Secretary. 


West VIRGINIA STATE MEDICAL ASSOCIATION, The Greenbrier, White Sul- 
phur Springs, July 23-25. Mr. Charles Lively, P.O. Box 1031, Charleston 
24, Executive Secretary. 


FOREIGN 

ASSOCIATION OF SURGEONS OF GREAT BRITAIN AND IRELAND, Leeds, England, 
May 13-15, 1954. Dr. Henry W. S. Wright, 45 Lincoln’s Inn Fields, 
London W.C.2,, England, Honorary Secretary. 


British Mepicat AssociaTion, Cardiff, S. Wales, July 13-17. Dr. A. 
MaCrae, B. M. A. House, Tavistock Square, London W.C.1, England, 
Secretary. 

CONGRESS OF INTERNATIONAL ANESTHESIA RESEARCH Society, Chateau 
Frontenac, Quebec, Canada, October 26-29. Dr. A. William Friend, 515 
Nome Ave., Akron 20, Ohio, Chairman, Program Committee. 


CONGRESS OF INTERNATIONAL LEAGUE AGAINST RHEUMATISM, Geneva and 
Zurich, Switzerland, Aug. 24-29. For information write: Dr. W. Tegner, 
The London Hospital, London E.1, England. 


CONGRESS OF THE INTERNATIONAL SOCIETY OF ANGIOLOGY, Lisbon, Portugal, 
Sept. 18-20. Dr. Henry Haimovici, 105 East 90th St., New York 28, 
N. Y., U. S. A., Secretary. 


CONGRESS OF THE INTERNATIONAL SOCIETY OF SuRGERY, Lisbon, Portugal, 
Sept. 14-20. Dr. L. Dejardin, 141, rue Belliard, Brussels, Belgium, Gen- 
eral Secretary. 

INTERNATIONAL CONFERENCE ON THROMBOSIS AND EMBOLISM, Basle, Switzer- 
land, July 15-19, 1954. Dr. W. Merz, Chief Medical Officer, Gynecologi- 
cal Clinic, University of Basle, Basle, Switzerland, Hon. Secretary. 


INTERNATIONAL CONGRESS OF ACUPUNCTURE, Kolpinghaus, Adolf-Kolping- 
Strasse 1, Munich, Germany, August 22-25. Dr. G. Bachmann, 29 Lilien- 
Strasse, Miinchen 9, Germany, Organizer and Secretary. 


INTERNATIONAL CONGRESS OF ELECTROENCEPHALOGRAPHY AND CLINICAL 
NEUROPHYSIOLOGY, Boston, Mass., U. S. A., Aug. 18-21. Dr. Robert S. 
Schwab, Massachusetts General Hospital, Boston 14, Mass., U. S. A., 
Secretary-General. 


INTERNATIONAL CONGRESS OF THE EUROPEAN SOCIETY OF HAEMATOLOGY, 
Amsterdam, Holland, Sept. 8-12. Dr. M. C. Verloop, Maliesingle 15, 
Utrecht, Holland, Secretary. 

INTERNATIONAL CONGRESS ON GENETICS, Bellagio, Italy, August 24-31. Prof. 
C. Barigozzi, Instituto de Genetica, Universita de Milano, 10 via Celoria, 
Milan, Italy, Secretary. 


INTERNATIONAL CONGRESS OF Hippocratic Mepictne, Evian, France, Sept. 
3-6. Prof. P. Delore, 13 rue Jarente, Lyons, France, Secretary-General. 


INTERNATIONAL CONGRESS FOR HISTORY OF SCIENCE, Jerusalem, Israel, 
August 3-7. Prof. F. §. Bodenheimer, Hebrew University, Jerusalem, 
Israel, President. 

INTERNATIONAL CONGRESS OF HYDROCLIMATISM AND THALASSOTHERAPY, 
Dubrovnik, Yugoslavia, May 8-16, 1954. Prof. C. Plavsic, Zeleni Venac 1, 
Belzrade, Yugoslavia, Secretary General. 

INTERNATIONAL CONGRESS OF INTERNATIONAL COLLEGE OF SURGEONS, Sao 

Paulo, Brazil, April 26-May 2, 1954. Dr. Max Thorek, 1516 Lake Shore 

Drive, Chicago, Illinois, U.S.A., Secretary-General. 
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INTERNATIONAL CONGRESS OF LOGOPEDICS AND PHONIATRICS, Milan and 
Stresa, Italy, Sept. 1-7. Dr. Deso A. Weiss, 115 East 86th St., New York 
28, N. Y., U. S. A., General Secretary. 

INTERNATIONAL CONGRESS ON MEDICAL LIBRARIANSHIP, London, England, 
July 20-25. Mr. W. R. LeFanu, % London School of Hygiene and 
Tropical Medicine, Keppel Street, London, W.C.1, England, Chairman. 


INTERNATIONAL CONGRESS ON MENTAL HEALTH, University of Toronto, 
Toronto, Ontario, Canada, Aug. 14-21, 1954. For information write: 
Executive Officer, International Congress on Mental Health, 111 St. 
George St., Toronto, Ontario, Canada. 


INTERNATIONAL CONGRESS OF MICROBIOLOGY, Rome, Italy, Sept 6-12. For 
information write: Dr. V. Puntoni, Citta Universitaria, Rome, Italy. 


INTERNATIONAL CONGRESS ON OBSTETRICS AND GYNECOLOGY, Geneva, Switz- 
erland, July 26-31, 1954. Dr. H. de Watteville, Maternité Hd6pital 
Cantonal, Geneva, Switzerland, President. 


INTERNATIONAL CONGRESS OF PAEDIATRICS, Havana, Cuba, Oct. 12-17. Prof, 
Felix Hurtado, 5a Avenue 124, Miramar, Havana, Cuba, President 


INTERNATIONAL CONGRESS OF PsyCHOLOGY, Montreal, Canada, June 7-12, 
1954. For information write: Prof. H. S. Langfeid, International Union 
of Scientific Psychology, Eno Hall, Princeton University, Princeton, 
m 3, Uh & 


INTERNATIONAL CONGRESS OF RADIOLOGY, Copenhagen, Denmark, July 
19-25. Professor Flemming Norgaard, 10 Oster Voldgade, Copenhagen 
K, Denmark, Secretary General. 


INTERNATIONAL CONGRESSES OF TROPICAL MEDICINE AND MAtaria, Istanbul, 
Turkey, Aug. 28-Sept. 4. Professor Dr. Ihsan Siikrii Aksel, Tunel Mey- 
dam, Beyoglu, Istanbul, Turkey, General Secretary. 


INTERNATIONAL CONVENTION OF X-RAY TECHNICIANS, Royal York Hotel, 
Toronto, Canada, June 28-July 2. For information write: Miss Beatrice 
Hurley, R.T., Registrar, St. Catherine Hospital, East Chicago, Ind., 
U. S.A. 

INTERNATIONAL GERONTOLOGICAL CONGRESS, London and Oxford, England, 
July 12-22, 1954. Prof. R. E. Tunbridge, General Infirmary, Department 
of Medicine, The University, Leeds, England, President. 


INTERNATIONAL LEPROSY CONGRESS, Madrid, Spain, Oct. 3-10. Dr. Felix 
Contreras, Moreto 15, Madrid, Spain, Secretary 


INTERNATIONAL NEUROLOGICAL CONGRESS, LISBON, Portugal, Sept. 7-12. 
Prof. Almeida Lima, Avenida do Brazil 53, Lisbon, Portugal, Secretary- 
General. 

INTERNATIONAL PHYSIOLOGICAL CONGRESS, Montreal, Canada, Aug. 31- 
Sept. 4. Dr. A. S. V. Burgen, Dept. of Physiology, McGill University, 
Montreal, Canada, Secretary. 


INTERNATIONAL PsyCHO-ANALYTICAL CONGRESS, Bedford College, Regent’s 
Park, London N.W.1, England, July 26-30. Dr. Ruth S. Eissler, 285 
Central Park West, New York 24, N. Y., Hon. Secretary. 


INTERNATIONAL SOCIETY FOR THE STUDY OF BIOLOGICAL RHYTHMS, Basle, 
Switzerland, Sept. 18-19. For information write: Prof. Dr. F. Georgi, 
Neurologische Universitats-Poliklinik, Socinstrasse 55, Basle, Switzerland. 


INTERNATIONAL VETERINARY CONGRESS, Stockholm, Sweden, Aug. 9-15. Prof. 
Axel Isaksson, Institute of Veterinary Medicine, Stockholm 50, Sweden, 
Secretary. 

IRISH MEDICAL AssociATION, Waterford, Ireland, July 1-4. Dr. P. J. Delaney, 
10, Fitzwilliam Place, Dublin, Ireland, Medical Secretary. 


LATIN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY, Caracas, Venezuela, 
Feb. 21-25, 1954. Dr. Victorino Marquez Reveron, Centro Medico, 
Caracas, Venezuela, Secretary-General. 

PaciFic SCIENCE CONGRESS, Quezon City and Manila, Philippines, Nov. 16- 
28. Dr. Patrocinio Valenzuela, College of Pharmacy, University of the 
Philippines, Quezon City, Philippines, Secretary-General. 


PAN AMERICAN CONGRESS OF THE MEDICAL Press, Buenos Aires, Argentine, 
July 12-16. Secretaria del Congress, 763 Uriburu, Buenos Aires, Argen- 
tine. 


PAN AMERICAN CONGRESS OF OTORHINOLARYNGOLOGY AND BRONCHOESOPHA- 
GOLOGY, Mexico, D.F., Mexico, Feb. 28-March 4, 1954. 


PAN AMERICAN MEDICAL WOMEN’S ALLIANCE, Beekman Towers Hotel, New 
York, N. Y., Sept. 24-Oct. 1. Dr. Ina Marsh, 140 Linwood Ave., Buffalo, 
N. Y., U. S. A., Registration Chairman, 


SECTIONAL MEETING, AMERICAN COLLEGE OF SURGEONS, London, England, 
May 17-19, 1954. Dr. Michael L. Mason, 40 East Erie St., Chicago 11, 
lll., U. S. A., Secretary. 


WorLD CONFERENCE ON MEDICAL EpucaTion, British Medical Association 
House, Tavistock Square, W.C.1, London, England, Aug. 22-29. Secre- 
tariat: World Medical Association, 2 East 103d St., New York 29, N. Y., 
U.S. A. 


WorLD CONGRESS OF THE WORLD CONFEDERATION FOR PHYSICAL THERAPY, 
London, England, Sept. 7-12. Miss M. J. Neilson, Chartered Society of 
Physiotherapy, Tavistock House, South, Tavistock Square, London, 
W.C.1, England, Secretary. 


Wor_p MEDICAL ASSOCIATION, The Hague, Netherlands, Aug. 31-Sept. 7. 
Dr. Louis H. Bauer, 2 East 103d St., New York 29, N. Y., Secretary- 
General. 
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DEATHS 


Randall, James Augustus ® Captain, U. S. Navy, retired, 
Coronado, Calif.; born Nov. 21, 1877; Atlanta College of 
Physicians and Surgeons, 1901; fellow of the American College 
of Surgeons; commissioned in the medical corps of the U. S. 
Navy June 26, 1903; prior to World War I served aboard the 
battleships Maine and Kentucky, at naval hospitals in the 
United States, and a two year tour of duty at the Naval 
Hospital, Canacao, Philippine Islands; during World War I 
served as the senior medical officer aboard the battleships 
Minnesota and Utah, and in September, 1919, was serving at 
the Naval Hospital in Philadelphia; attended War College at 
Newport, R. L, and on two occasions served at the Naval 
Hospital, Washington, D. C.; on Jan. 8, 1936, reported to the 
Fifth Naval District Headquarters as district medical officer 
and served there until Nov. 28, 1939; from this assignment 
reported to the Navy Department as the president, board of 
medical examiners and naval examining board for officers of 
the medical corps; served in this assignment until Dec. 1, 1941; 
having reached the statutory retirement age at that time, was 
placed on the retirement list of officers of the Navy; during 
World War II from July 24, 1943, to July 1, 1945, served on 
active duty as the officer in charge, Navy V-12 Unit, Univer- 
sity of California, at Los Angeles; on Aug. 2, 1945, was re- 
leased to inactive duty; died in the Naval Hospital, San Diego, 
April 23, aged 75. 


Barr, Robert Haynes © Owensboro, Ky.; born in Rome, Ky., 
Jan. 24, 1902; University of Pennsylvania School of Medicine, 
Philadelphia, 1927; president of the Kentucky State Medical 
Association; secretary for one term and president for two 
terms of the Daviess County Medical Society; won a battle- 
field promotion to colonel in the Army Medical Corps during 
World War II; for many years a member of the city board of 
education, and surgeon for the Louisville and Nashville Rail- 
road; past president of the Chamber of Commerce; affiliated 
with Our Lady of Mercy Hospital and the Owensboro-Daviess 
County Hospital, where he died May 5, aged 51, of coronary 
disease. 

Paul, John Davis @ Philadelphia; born in 1891; University of 
Pennsylvania School of Medicine, Philadelphia, 1915; member 
of the American Society of Clinical Pathologists; formerly 
assistant secretary-treasurer of the Medical Society of the State 
of Pennsylvania and secretary of the Philadelphia County 
Medical Society; served in France during World War I; for 
many years affiliated with Misericordia Hospital and St. 
Christopher’s Hospital; on the staff of the Germantown Hos- 
pital and medical director of the Stetson Hospital; died in 
Eagleville (Pa.) Sanatorium for Consumptives Feb. 23, aged 
61, of coronary disease. 


MecNattin, Robert Franklin © Chicago; Washington University 
School of Medicine, St. Louis, 1928; specialist certified by the 
American Board of Radiology; member of the Radiological 
Society of North America, American College of Radiology, 
and the American Radium Society; formerly on the faculty of 
the Cook County Post Graduate School of Medicine and on 
the staff of the Cook County Hospital; in 1946 named director 
of the then newly created cancer division of the Pennsyl- 
vania State Department of Health in Harrisburg; died May 
9, aged 50. 


Telfer, Gavin James, Montrose, Calif.; born in Detroit May 21, 
1880; University of California Medical School, San Francisco, 
1907; an officer of the U. S. Public Health Service in San 
Francisco during the plague control campaign of 1907-1908; 
served with the California State Department of Public Health 
for 28 years until his retirement in 1947 as senior epidemiol- 
ogist; instrumental in the organization of many of the county 
health departments in California; died in Sacramento recently, 
aged 69, of intestinal obstruction and arteriosclerotic heart 
disease. 





@ Indicates Member of the ‘American Medical Association. 


Adcock, John Delbert ® Ann Arbor, Mich.; University of 
Pennsylvania School of Medicine, Philadelphia, 1935; specialig, 


certified by the American Board of Internal Medicine; assistany 
professor of internal medicine at the University of Michigan 
Medical School; at one time on the faculty of his alma mater: 


fellow of the American College of Physicians; member of the 
American Trudeau Society; affiliated with the Universit, 
Hospital; died May 10, aged 44. . 


Ahrens, Adolph Henry ® Sandstone, Minn.; the Hahnemann 
Medical College and Hospital, Chicago, 1910; affiliated with 
St. Luke’s Hospital in St. Paul and Sandstone State Hospital: 
died April 13, aged 71, of cerebrovascular accident. 


Allen, Edgar Dempsey, Crooksville, Ohio; Starling Medical 
College, Columbus, 1900; vice-president of the Perry County 
Medical Society in 1922 and in 1937 and president in 1925: 
died April 12, aged 74. 


Allen, Francis Olcott, Secane, Pa.; University of Pennsylvania 
Department of Medicine, Philadelphia, 1900; died Apri! 13, 
aged 78. 


Baker, Albert Sherburne, Honolulu, Hawaii; Harvard Medica] 
School, Boston, 1899; died Feb. 22, aged 82. 


Barbee, George S., Zebulon, N. C.; University of North Caro- 
lina School of Medicine, Chapel Hill, 1910; died March 14, 
aged 66, of cerebral hemorrhage and hypertension. 


Barker, Vincent Leland ® Monroe, Mich.; Indiana University 
School of Medicine, Indianapolis, 1928; past president of the 
Monroe County Medical Society; fellow of the American 
College of Surgeons; served in the U. S. Navy during World 
War II; on the staff of Mercy Hospital; president of the school 
board; died in Grace Hospital, Detroit, Feb. 28, aged 50, of 
ruptured aneurysm of the circle of Willis. 


Barnebee, James Hosea, Mission, Texas; Rush Medical College, 
Chicago, 1902; died March 31, aged 77. 


Bass, Rose Dina, East Orange, N. J.; Woman’s Medical College 
of Pennsylvania, Philadelphia, 1926; served as treasurer of the 
New Jersey Branch of the American Medical Women’s Associ- 
ation; in charge of the venereal disease section of the Public 
Health Clinic in Newark for 15 years before his retirement in 
1943; associate in the department of endocrinology at the 
Newark Beth Israel Hospital; died April 15, aged 50, of 
rheumatic heart disease. 


Bazell, David Louis ® Pittsburgh; University of Pittsburgh 
School of Medicine, 1911; died April 5, aged 66, of brain 
tumor. 


Beers, Charles William © Muskegon, Mich.; Detroit College of 
Medicine and Surgery, 1933; on the staffs of the Hackley and 
Mercy hospitals; died in Death Valley, Calif., March 28, aged 
58, of coronary occlusion. 


Belzer, Laurence Melvin, Buffalo; University of Buffalo School 
of Medicine, 1912; served in France during World War |; affili- 
ated with Deaconess Hospital; physician for the public schools; 
died in the VA Hospital March 20, aged 62, of arteriosclerotic 
heart disease. . 


Bennett, James, Meridian, Miss.; Hospital College of Medicine, 
Louisville, Ky., 1904; affiliated with Anderson Infirmary and 
St. Joseph Hospital; died April 10, aged 80, of coronary artery 
thrombosis. 

Blue, James Howard ® Bessemer, Ala.; University of Alabama 
School of Medicine, 1913; died March 10, aged 63, of an 
accidental gunshot wound. 


Caldwell, Birnie R., Coral Gables, Fla.; University of the South 
Medical Department, Sewanee, Tenn., 1900; member of the 
Medical Society of Virginia; served during World War |; died 
in the VA Hospital March 22, aged 75, of coronary occlusion. 
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Carper, James Claibourne, Baltimore; Howard University 
College of Medicine, Washington, D. C., 1905; died in Wash- 
_D. C., Feb. 23, aged 77, of carcinoma of the liver. 


ington 
Caster, John Leslie ® Los Angeles; University of Southern 
California School of Medicine, Los Angeles, 1944; member of 
the American Academy of General Practice; on the staffs of 
the Presbyterian and California hospitals; died in Balboa, 
Calif., April 2, aged 37, of coronary thrombosis. 


Collins, James Joseph @ Galena, IIl.; Marquette University 
School of Medicine, Milwaukee, 1935; died in Mercy Hospital, 
Dubuque, lowa, April 2, aged 47, of malignant hypertension. 


Cooper, Denton John © Hillsboro, Ore.; Minneapolis College 
of Physicians and Surgeons, medical department of Hamline 
University, 1903; member of the Montana Medical Association; 
died March 25, aged 81. 


Corrigan, John Edwin © Excelsior, Minn.; University of the 
City of New York Medical Department, 1892; fellow of the 
American College of Surgeons; died March 30, aged 87. 


DeLand, Charles Airmet © Warren, Mass.; Harvard Medical 
School, Boston, 1885; died in Worcester April 26, aged 93. 


Denny, Chester Hampton ® Creve Coeur, Mo.; Washington 
University School of Medicine, St. Louis, 1927; served in the 
South Pacific during World War II; affiliated with Missouri 
Baptist Hospital in St. Louis, where he died March 21, aged 50, 
of coronary disease. 


DeNormandie, Robert L. © Lincoln, Mass.; Harvard Medical 
School, Boston, 1902; specialist certified by the American 
Board of Obstetrics and Gynecology; member of the American 
Association of Obstetricians, Gynecologists and Abdominal 
Surgeons; fellow of the American College of Surgeons; form- 
erly medical consultant to the Maternal and Child Welfare 
Division of the Children’s Bureau, U. S. Department of Labor; 
served on the staff of Waltham (Mass.) Hospital; died in Read- 
ing, Vt., April 20, aged 76, of coronary occlusion. 


Doupe, Rupert Gilpin, Sherman Oaks, Calif.; Western Univer- 
sity Faculty of Medicine, London, Ontario, Canada, 1915; died 
in Queen of Angels Hospital in Los Angeles, March 21, aged 
62, of heart failure. 


Edlich, Theodore Julius, Manhasset, N. Y.; Cornell University 
Medical College, New York, 1902; formerly a pharmacist; died 
in Manhasset Medical Center Hospital April 24, aged 80, of 
bronchopneumonia and cerebral thrombosis. 


Fitzgerald, John Bertram © Chicago; Northwestern University 
Medical School, Chicago, 1928; associate in the department of 
surgery at his alma mater; specialist certified by the American 
Board of Surgery; fellow of the American College of Surgeons; 
medical officer during World War I; examiner for the Selective 
Service Board during World War II; on the staff of St. Joseph’s 
Hospital; died April 26, aged 54, of acute myocardial in- 
farction, arteriosclerosis, and chronic glomerulonephritis. 


Gaskins, Don Carlos, Bentonville, Ohio; Eclectic Medical 
College, Cincinnati, 1922; served during World War I; died in 
Harding Sanitarium, Worthington, Feb. 24, aged 59. 


Hanson, Ralph © Spokane, Wash.; Rush Medical College, 
Chicago, 1890; served on the staff of the Deaconess Hospital; 
died April 4, aged 86, of diabetes mellitus and encephalo- 
malacia. 


Hart, Benjamin Ide @ Bridgeport, Conn.; Columbia University 
College of Physicians and Surgeons, New York, 1904; died 
April 9, aged 72. 


Heinrichs, Julius Clay © St. Louis; Missouri Medical College, 
St. Louis, 1899; affiliated with Christian Hospital, where he 
died March 29, aged 76, of bronchopneumonia. 


Hercik, William Louis, Chicago; College of Physicians and 
Surgeons of Chicago, School of Medicine of the University 
of Illinois, 1910; died in the VA Hospital, Hines, Ill., April 3, 
aged 66, of hepatorenal failure. 

Jones, William McKinley, Chicago; Chicago Medical School, 


1926; served during World War I; died April 21, aged 55, of 
coronary heart disease. 
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Keith, Archibald Magruder © Greenville, Ill.; Kansas City 
(Mo.) Hahnemann Medical College, 1907; St. Louis College 
of Physicians and Surgeons, 1908; served as mayor of Green- 
ville; died in the Mark Greer Hospital, Vandalia, March 9, 
aged 81. 


Kelly, Joseph Ignatius © Burlington, Iowa; Keokuk Medical 
College, College of Physicians and Surgeons, Keokuk, lowa, 
1901; for many years company surgeon for the Burlington 
Railroad; died in Fort Myers, Fla., March 28, aged 80, of 
burns received as a result of the explosion of a gas stove. 


Klippel, Edward Theodore © St. Louis; St. Louis College of 
Physicians and Surgeons, 1910; died in the Jewish Hospital 
March 11, aged 69. 


Kreutzer, Carl Robert, Salem, Ohio; University of Kolozsvar, 
Hungary, 1915; died in the City Hospital Feb. 3, aged 64. 


Lampe, Albert Victor © Philadelphia; University of Pennsyl- 
vania Department of Medicine, Philadelphia, 1907; died April 
14, aged 74. 


Lemke, Albert R., Chicago; College of Physicians and Surgeons 
of Chicago, School of Medicine of the University of Illinois, 
1899; assistant surgeon for the Chesapeake and Ohio Railroad; 
served on the courtesy staff of the Henrotin Hospital; died 
May 11, aged 76, of cancer. 


Leslie, Lawrence Webb @ Chicago; Northwestern University 
Medical School, Chicago, 1948; served during World War II; 
died March 27, aged 28. 

Long, Arthur D. © El Paso, Texas; University of Arkansas 
School of Medicine, Little Rock, 1909; member of the Ameri- 
can College of Chest Physicians; died in Our Lady of the Lake 
Sanitarium, Baton Rouge, La., Feb. 15, aged 69, of cardio- 
respiratory failure and asthma. 

Lyon, Paul Tiffy ® Chicago; Northwestern University Medical 
School, Chicago, 1903; on the staff of the Garfield Park Com- 
munity Hospital, where he died May 6, aged 74, of cerebral 
hemorrhage. 


McLaren, Jennette Matilda © Minneapolis; University of 
Michigan Department of Medicine and Surgery, Ann Arbor, 
1887; an Associate Fellow of the American Medical Associ- 
ation; died in Fairview Hospital April 5, aged 95. 


Modica, Charles, New York City; Loyola University School 
of Medicine, Chicago, 1936; also a graduate in pharmacy; 
on the staff of the Manhattan General Hospital, where he 
died April 4, aged 50, of pulmonary embolism and myocardial 
infarction. 


Murphy, Charles Edgar, Finley, Ky.; Kentucky University 
Medical Department, Louisville, 1904; died April 12, aged 72, 
of arteriosclerosis and diabetes mellitus. 


Overholser, Charles ® Dayton, Ohio; Ohio State University 
College of Medicine, Columbus, 1911; on the courtesy staff 
of Miami Valley Hospital, where he died April 18, aged 75, 
of coronary occlusion. 


Pfaff, John Alfred ® Indianapolis; Medical College of Indiana, 
Indianapolis, 1898; professor emeritus of gynecology at Indiana 
University School of Medicine; member of the staffs of Cole- 
man, St. Vincent’s, General, Robert W. Long, and Methodist 
hospitals; died Feb. 7, aged 83, of heart disease. 


Roberts, William Pusey, Phoenix, Ariz.; Jefferson Medical 
College of Philadelphia, 1903; formerly practiced in Brooklyn, 
where for many years he was on the staff of the Prospect 
Heights Hospital; died Feb. 26, aged 80, of heart disease. 


Rosen, Marks Julius, North Hempstead, N. Y.; University of 
Maryland School of Medicine and College of Physicians and 
Surgeons, Baltimore, 1928; died Feb. 23, aged 49, of myo- 
cardial infarction and diabetes mellitus. 


Truex, William Elmer, Syracuse, N. Y.; Syracuse University 
College of Medicine, 1911; died Feb. 10, aged 69, of coronary 
thrombosis. 


Wagner, Adam Franklin, Greenville, Mo.; Kentucky School of 
Medicine, Louisville, 1897; died March 25, aged 84. 
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FOREIGN LETTERS 


ARGENTINA 


Congress of Industrial Medicine—The Second National 
Congress of Medicine and Social Assistance of Workers was 
held in Mendoza March 19-25. The congress was organized 
by the national secretary of public health. All the physicians 
of Argentina received an official invitation to take part in this 
meeting. The official program consisted of medical and social 
questions that were distributed for discussion by 14 commit- 
tees. The principal discussion topics were assistance and social 
service for labor, the physiopathology of work and fatigue, 
forensic and social aspects of industrial medicine, rehabilita- 
tion, psychological technique and professional orientation, 
hygiene and security, preventive and social medicine and 
dentistry, sanitary statistics, medical care in industry, nutrition 
of workers, work of women and children, sanitary education, 
and economic problems in relation to workers. For 10 days 
the members of the congress attended congress meetings and 
public ceremonies, parties, promenades, banquets, and the 
traditional “vintage festivities” (Fiesta de la Vendimia) in 
Mendoza, principal center of the grape and wine industries in 
Argentina. 





Changes in Medical Professorship.—Without any previous 
announcement, Dr. Juan P. Garrahan, professor of pediatrics, 
was dismissed from his position by the council of the medical 
school of Buenos Aires. No reason was given for this dismissal, 
and the official explanation was that, since Dr. Garrahan had 
served in governmental offices in different capacities for more 
than 30 years, he deserved a retirement assignment. He is 59 
years old. Dr. Garrahan was a very efficient teacher, and 
many of the most outstanding young pediatricians were his 
pupils. His book on pediatrics is the official text in most of the 
South American medical schools. Some years ago, Dr. Garra- 
han resigned his position of professor but the authorities of 
the medical school asked him to remain in his position. Dr. 
Gonzalo Bosch, professor of psychiatry, was also dismissed 
after a long career in the medical school. 

Physicians who have successfully fulfilled the university 
requirements for proof of ability and have been selected by 
special juries have not been appointed as assistant professors 
if they were not enrolled in the Peronista Party and had not 
signed a petition for the reelection of Gen. Juan Perén as 
president of the republic. 


Overcrowding in the Medical School.—More than 7,000 
students have been accepted for the first course of the Faculty 
of Medicine of the University of Buenos Aires in 1953. More 
than 900 students are enrolled for the course in pathological 
anatomy. Practical teaching will be extremely difficult under 
these conditions. Many years ago the council of the medical 
school voted to limit the number of students to be accepted 
according to the adequacy of the teaching facilities. This decree 
has been rejected by the superior university council on the 
grounds that it is undemocratic. In the last few years many 
rules for the selection of students have been abolished. All 
selective and entrance examinations as well as all fees were 
recently abolished. Many persons are now accepted who have 
had no previous high school training, such as former army 
officers and teachers. 


Anesthesiology.—The secretary of public health of Buenos 
Aires has stated that from now on anesthesiology should be 
considered a specialty in its own right. For many years most 
of the largest hospitals have had departments of anesthesi- 
ology, and one municipal school of anesthesiology has been 
founded for the training of physicians and technicians in this 
special field. 








The items in these letters are contributed by regular correspondents in 
the various foreign countries. 








COLOMBIA 


National Congress of Neurology and Psychiatry.—The fix 
National Congress of Neurology and Psychiatry was held in 
Bogota, Feb. 26 to March 1, 1953. The congress was organized 
by the Sociedad de Psicopatologia, Neurologia y Medicina 
Legal of Bogota with the collaboration of the secretary of the 
Ministry of Hygiene. About 60 neuropsychiatric delegates of 
the departments of Antioquia, Bolivar, Cauca, Valle, North 
Santander, Atlantico, and Caldas, as well as all the neuro- 
psychiatric specialists in Bogota, attended the congress. Dr. 
A. Jiménez Arango, secretary of the Ministry of Hygiene and 
professor of neurosurgery of the Faculty of Medicine of the 
National University, was honorary president. Dr. G. Uribe 
Cualla, professor of legal medicine and of forensic psychiatry 
of the Faculty of Medicine of the National University, and 
Dr. J. J. Calderén Reyes were president and general secretary 
of the congress, respectively. Official topics were “Narcoanaly- 
sis,” discussed by Dr. Uribe Cualla of Bogota, “Lobotomy” 
by Drs. M. Camacho Pinto of Bogota and L. C. Posada of 
Medellin, “Insulin Therapy” by Dr. L. J. Sanchez, and “Psychi- 
atric Legislation for Colombia” by Drs. J. Asuad and H. 
Vergara of Bogota. Drs. Camacho Pinto and Posada reported 
the results of lobotomy in nearly 100 cases. Dr. Sanchez, the 
head of the Hospital for the Male Insane in Bogota, reported 
the results during the last 10 years with Sakel’s insulin shock 
therapy of schizophrenia and other psychoses. Drs. Asuad and 
Vergara pointed out the need for psychiatric laws in Colombia 
and proposed statutes and regulations to be used in neuro- 
psychiatry. Among the scientific articles read before the con- 
gress the papers read by the delegation of Antioquia deserve 
special mention, particularly those of Drs. A. P. Rodriquez 
Pérez, R. Londono, and S. Castafo M. Their papers dealt with 
the histology and histopathology of the nervous system and are 
the results of work carried on by the authors in the depart- 
ment of histology and neuroanatomy of the Faculty of Medi- 
cine of Medellin. These articles offered new viewpoints on the 
knowledge of the structure of the synapsis, the functional sig- 
nificance of neuroglia, and the mechanism of nervous con- 
duction. The 32 scientific articles that were read before the 
congress will be published in a volume in the near future. The 
congress was a success, both because of the large number of 
neuropsychiatrists present and because of the excellent quality 
of the articles. The conclusions embody the establishment of 
proper steps for more unification of neuropsychiatrists and the 
preparation of laws to be used and the description of proce- 
dures to be followed in order to improve the services of mental 
hygiene and of psychiatric assistance in the country. The next 
congress will be held in Medellin in 1954. 


National Convention of Surgeons.—The Second National 
Convention of Surgeons was held in Medellin, April 12-18. 
The convention was organized by the Capitulo de Cirujanos 
de Antioquia, which is a branch of the Colegio de Cirujanos 
de Colombia, an affiliate of the International College of Sur- 
geons. Official topics in the special fields of surgery and general 
surgery were as follows: in gynecology, surgical treatment of 
genital prolapse; in urology, surgery of the prostate; in pediat- 
rics, surgery of harelip; in orthopedics and wound surgery, 
intramedullary nailing and surgery of the hip joint; in neuro- 
surgery, surgery of pain; and in ophthalmology and otorhino- 
laryngology, surgery of cancer and of the sense organs. A 
large number of articles were also read. More than 157 
surgeons from various regions of the country were present. Dr. 
Gordon Gordon-Taylor, the distinguished cancerologist of 
Great Britain, attended the meeting on a special invitation from 
Colombian surgeons. Some problems of professional interes! 
were discussed, including the establishment of the Colegio de 
Cirujanos in certain regions of the country in which it has 
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not been as yet established. Simultaneously with the afore- 
mentioned meeting, the first meeting of the Médicos del Térax 
(American College of Chest Physicians) was carried on with 
a special program. 


Death of Dr. G. Toro Villa.—Dr. G. Toro Villa of Antioquia 
died Jan. 16, 1953, in Medellin, aged 74. He graduated from 
the Faculty of Medicine of the National University of Colom- 
bia and served as professor of parasitology, bacteriology, and 
tropical clinical medicine for almost 40 years in the Faculty 
of Medicine of the University of Antioquia. Later he became 
the dean of the faculty. He was a member of the Academias 
de Medicina of Bogota and of Antioquia, the American College 
of Cardiology, and honorary president of the Asociacion 
Médica Antioquena. He published several interesting articles 
on jungle yellow fever in collaboration with Dr. R. Franco 
and Martinez Santamaria, including the first description of this 
variety of yellow fever. He also published several articles on 
cardiology and tropical diseases. 


Personal.—Dr. J. del C. Acosta, of Colombia, was appointed 
president of the Confederaci6n Médica Panamericana for 1953- 
1954. Dr. Acosta is scientific director of the Hospital de San 
Juan de Dios of Bogota, president of the Academia Nacional 
de Medicina, and president of the Federacién Médica Colom- 
biana. Formerly he was professor of obstetrics and dean of the 
Faculty of Medicine of the University of Bogota. The next 
meeting of the Confederacién Médica Panamericana will be 
held in Colombia in 1954, 


ITALY 


Surgical Treatment of Cancer of Uterus.—Professor Inguilla 
discussed the surgical treatment of cancer of the uterus at a 
meeting of the Filippo Pacini Medical Academy of Pistoia on 
Feb. 1. The main problem in surgical treatment of cancer of 
the uterus lies in the fact that this neoplasm invades the pelvic 
connective tissue early in the course of the disease, more rarely 
invades the lymph nodes of the pelvis, and only exceptionally 
diffuses outside the pelvis. Therefore, a surgical technique 
limited to simple removal of the uterus must be considered 
definitely unsuitable and contraindicated. On the other hand, 
only those surgical procedures that remove the connective 
tissue of the pelvis along with the uterus and possibly the pelvic 
lymph nodes should be considered. 

Many years ago the Vienna Gynecological School elaborated 
two surgical techniques to be used in this condition, i. e., 
Wertheim’s abdominal method and Schauta’s vaginal method. 
Both these techniques aim at the simultaneous removal of the 
uterus and the pelvic connective tissue; with the abdominal 
operation, however, metastatic invasion of the pelvic lymph 
nodes may also be detected. For this reason many surgeons 
prefer the abdominal approach, although some have always 
supported the vaginal approach. 

In Florence the vaginal approach has been used during the 
last two years, with a modification developed by the Viennese 
gynecologist Amreich. This technique permits more extensive 
removal of the pelvic connective tissue, and it has proved less 
painful for the patient than the abdominal method. 

The problem of the lymph nodes, which is not solved with 
the vaginal intervention, has been dealt with in Florence by a 
second operation aimed at removal of the entire chain of 
lymphatic tributaries to the cervix uteri. With these two opera- 
tions the problem of cancer of the cervix uteri is solved more 
completely than with either of the two classical methods of 
Wertheim and Schauta. 

In the United States a few years ago Meigs elaborated a 
technique that is a significant improvement over Wertheim’s 
abdominal operation. By Meigs’ method the problem of the 
pelvic connective tissue and of the lymph nodes is solved 
simultaneously with one operation only. There is in the United 
States today a tendency toward surgical intervention in all 
cases, even in those in which the tumor has diffused to such 
an extent that there can be no hope for a definitive recovery. 
In such cases the operation provides the only possibility, how- 
ever slight, of improvement and perhaps recovery. Because of 
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extension of the tumor, the surgeon may be compelled to re- 
move the bladder and the rectum in addition to the uterus if 
they are invaded by the tumor. On the grounds that surgery 
offers the only hope for cure, it is understandable why in the 
United States surgical intervention is suggested for all cases of 
cancer of the uterus. The extent of the tumor and the general 
condition of the patient determine the best method to be used, 
which is always the most radical indicated. Only by following 
these criteria can the surgeon affirm today that he is really 
employing up-to-date surgical treatment of cancer of the uterus. 

In the discussion that followed, Professor Facchinelli- 
Mazzoleni said that he was glad that tumors oi the uterus 
were again being treated surgically but that radiotherapy 
should not be abandoned. To prove his point, he cited statistics 
on the results obtained with radiotherapy alone and showed 
how the results equal those obtained with the latest surgical 
methods. Radium therapy should always be combined with 
roentgen therapy, and the best results will be achieved in the 
cases in which there has been the best collaboration between 
the surgeon and the radiologist. 

Professor Inguilla’s conclusions leave the choice of surgical 
treatment by the vaginal or the abdominal approach open. 
The abdominal route permits a wide pelvic operative field and 
enables the surgeon to visualize all the parauterine connective 
tissue and lymph nodes. The abdominal route simplifies the 
mobilization of the ureters in the laterocervical segment in 
which this cancer is usually enclosed and compressed between 
infiltrated tissue. This stage of the operation, which must be 
considered of major importance in prolonged abdominal hys- 
terectomy, is also made easier by the ligation of the two hypo- 
gastric arteries. The speaker, who always ligates these two 
arteries at their point of origin, has been able to decrease the 
mortality rate to 2.5% in the last 46 patients that he operated 
on. This, however, does not exclude the fact that the vaginal 
approach also has its indications, especially in patients with 
early cancer of the cervix uteri. 


Diagnosis of Pulmonary Diseases—At the meeting of the 
Medical Society of Mantua on Dec. 13, 1952, Professor 
Poltronieri discussed the importance of clinical, radiological, 
bronchographic, and bronchoscopic methods in diagnosis of 
pulmonary diseases and especially of neoplasms of the lung. 
Cancer of the lung is becoming more frequent and in most 
cases is bronchogenic. The clinical course depends on the 
location of the primary tumor and is manifested in two syn- 
dromes, that due to intrabronchial tumor and that due to 
extrabronchial tumor. 

The first syndrome assumes the characteristics of bronchial 
stenosis, which, if complete, produces the symptomatology of 
pulmonary atelectasis and, if incomplete, that of expiratory 
emphysema. The second syndrome, which occurs when the 
tumor originates in the small terminal bronchi and expands 
into the surrounding pulmonary tissue, has the clinical charac- 
teristics of parenchymal thickening. On the basis of these 
distinctions, the speaker discussed the findings that can be seen 
during clinical, radiological, bronchographic, and bronchoscopic 
observations. After presenting serial roentgenograms of patients 
selected from a group of 30 with pulmonary tumors, Professor 
Poltronieri emphasized the necessity of an early tentative diag- 
nosis of pulmonary neoplasm and early collaboration between 
the intern, the radiologist, and the bronchoscopist. This co- 
operation may by itself lead to an exact diagnosis and to early 
therapeutic intervention. 





Mortality Due to Infectious Diseases.—During the first eight 
months of 1952 the deaths caused by infectious and parasitic 
diseases in the 25 Italian cities with populations of more than 
100,000 numbered 4,935 as compared to 6,075 during the same 
period in 1951. The mortality rate for typhoid and paratyphoid 
increased from 178 to 197 cases; for tuberculosis of the respira- 
tory tract it decreased from 3,768 to 2,530 cases; for the other 
forms of tuberculosis it decreased from 693 to 580; and for 
syphilis it increased from 282 to 314. According to the 
National Institute of Statistics, 237,469 males and 229,566 
females died in Italy during the year; 7,903 more male than 
females died. From the November, 1951, census it appears 
that in Italy the female population exceeds the male population 
by about 1 million persons. 
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LONDON 


B. M. A. Annual Report of Council.—In the recently published 
annual report of Council of the British Medical Association 
for 1952-1953 it was reported that the Queen has granted her 
patronage to the association; also it was recommended that at 
the next annual meeting of the representative body the Duke 
of Edinburgh be elected an honorary member of the associ- 
ation. Another recommendation that will be unanimously 
adopted is the election of Dr. T. C. Routley of Toronto as 
president of the association for 1955-1956, to coincide with 
the joint annual meeting of the B. M. A. and the Canadian 
Medical Association, which is to be held in Toronto in June, 
1955. 

A critical note is sounded in the council’s comments on the 
reception accorded the report in “General Practice and the 
Training of the General Practitioner,” prepared by a special 
committee of the association and published in 1950. This 
report was distributed to the 220 divisions of the association, 
but by last spring only 45 divisions had sent in any observa- 
tions, and the representative body, at its annual meeting last 
year, “deplored the apparent apathy of the Divisions.” The 
remaining 175 divisions were sent another circular, asking for 
a statement as to what action the divisions had taken. The 
council now reports that 15 of these divisions sent in com- 
ments, 28 reported that they have no comments, and 36 mean 
to consider it at future meetings. This means that practically 
100 divisions have not replied, a sign of little interest among 
the general practitioners of the country in the future of general 
practice. 

Concern is expressed at the increasing number of actions for 
alleged negligence brought by patients against hospital authori- 
ties and members of their medical staffs. A complicating factor 
at the moment is the policy of the Ministry of Health that, in 
cases in which a hospital board or committee is to be made 
liable for the alleged negligence of a member of its medical 
staff, the board (or committee) should try and obtain a con- 
tribution from the practitioner concerned in respect of any 
damages awarded. In the words of the report, “This makes it 
difficult for hospital medical staffs to co-operate with their 
authorities as fully as they would wish, since by so doing they 
may furnish the authority with information that will sub- 
sequently be used against them in pursuance of the Ministry’s 
policy.” It is reported that discussions on this point are pro- 
ceeding with the Ministry, and the hope is expressed that a 
satisfactory arrangement will soon be reached. 

On the increasingly difficult problem of retiring ages, the 
council is hesitating. A resolution of the representative body 
last year drew attention to the discrepancy between the re- 
tiring age for consultants (65) and that for general practitioners 
(70) and expressed the view that this difference is contrary to 
national policy, “which maintains that those over 65 should 
remain at work as long as they continue to carry out their 
duties efficiently.” To this the council replies that “any general 
departure from the present agreed pokcy would be bound to 
have serious repercussions upon the prospects of promotion 
for junior members of hospital staffs, and in particular for the 
present body of senior registrars.” Membership of the associ- 
ation in the United Kingdom increased from 66,064 at the end 
of 1951 to 67,905 at the end of 1952; this represents 74% of 
the total profession and 84% of the working profession. 

The council has rejected a petition for the formation of a 
group of medical hypnotists. Under the scheme for the ex- 
change of members of the American, British, and Canadian 
medical associations, five British physicians visited Canada and 
the United States during 1952-1953. The following paragraph 
speaks for itself: “The Council in September, 1952, sent an 
invitation to the Presidency of the Academy of Sciences of the 
U. S. S. R. for six Soviet doctors ‘to pay a good-will visit to 
Great Britain. The reply received expresses thanks for the 
invitation and states that unfortunately it is not possible to 
send a delegation to this country at the present time.” 

Indirect Methods of Advertising—As an appendix, the coun- 
cil published a revised version of its statement on indirect 
methods of advertising, which was first published in 1925. On 
the subject of broadcasting and television the association 
“accepts‘the view . . . that medical practitioners who possess 





the necessary knowledge and talent should be permitted to 
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participate in radio and television programmes, provided they 
ensure the observance of appropriate ethical safeguards” 
Attention is drawn to the resolution adopted by the representa. 
tive body in 1951, in which it was mentioned that “practition. 
ers approached to appear in such programmes, whether fo; 
‘sound’ or ‘visual’ broadcasting, should insist on anonymity as 
part of the contract.” Anonymity for this purpose is noy 
defined as “withholding the publication or announcement of 
the practitioner’s name, or any information, such as particulars 
of the appointments he holds, which might enable the public to 
identify him.” It is pointed out that, “Unless a_ practitioner 
insists On anonymity he is not only offending against the 
ethical principles of the profession but is placing himself jp 
danger of being accused of violating the Warning Notice of 
the General Medical Council,” i. e., being struck off the 
Medical Register. The possible development in Great Britain 
of commercial television lends importance to the statement 
that “it is unethical for a practitioner to participate in sound 
or television programmes which are being presented for, or on 
behalf of, firms using sponsored radio as a means of ad- 
vertising.” 

It is considered to be a “wise precaution” for a practitioner 
about to deliver a public lecture “to request the chairman 
beforehand to be circumspect in any introductory remarks 
concerning his status as a speaker. Special precautions are 
necessary when it is known in advance that a press reporter 
will be present.” Before participating in discussion on medical 
matters in the lay press, practitioners “must make it a con- 
dition of publication that laudatory editorial comments or 
headlines relating to the contributor’s professional status or 
experience shall not appear.” Cautionary advice is given on 
the dangers of granting press interviews, and “A practitioner's 
photograph appearing in connexion with an interview or an 
article published in the lay press is a most undesirable form of 
publicity.” 


Survey of Prescribing.—Prof. D. M. Dunlop and his col- 
leagues, of the department of therapeutics in the University 
of Edinburgh, have published an analysis of 18,848 prescrip- 
tions, which is a 1% sample (approximately) of all National 
Health Service prescription forms issued in Scotland during 
the month of October, 1951 (Brit. M. J. 1:694 [March 28] 1953). 
Vitamins, tonics, and “symptomatic remedies,” i. e., sedatives, 
hypnotics, analgesics, cough mixtures, stomachics, and laxa- 
tives, constituted 51.6% of all prescriptions written. Their 
comments on this are: “A large proportion of these drugs 
must be prescribed as placebos. They are often relatively cheap 
in themselves, yet the total cost of compounding and packing 
them is relatively enormous. Thus, if the cost of prescriptions 
to the State is to be diminished it must be directed to a re- 
duction of these symptomatic remedies as well as to extra- 
vagant prescriptions of expensive drugs to which so much 
attention has been directed in the past.” The over-all propor- 
tion of proprietary preparations was 30%. Bromides alone 
were prescribed very rarely, only 1% of prescriptions; how- 
ever, concern is expressed that in combination with chloral 
hydrate they were prescribed on 40 occasions, which means 
that 4,000 such prescriptions must have been issued in Scot- 
land during this particular month. Compound cough mixtures 
containing sedatives and expectorants were ordered as often 
as sedative preparations, but purely expectorant cough mix- 
tures were not ordered as often as either. The proportion of 
prescriptions for cough mixtures was higher in urban than in 
rural areas; for instance, in the city of Aberdeen they repre- 
sented 12.4% of prescriptions, compared with 7.7% in the 
remainder of this region, which is almost entirely rural. 
Vitamins were prescribed more often than iron and con- 
stituted about 5% of all prescriptions. On the basis of the 
number of prescriptions for vitamins in this survey, it is 
estimated that over one million prescriptions for vitamins are 
issued every year. This, in turn, leads to an estimated annual 
cost for vitamin prescriptions alone in Great Britain of at least 
2 million pounds. “This estimate,” comments Professor Dun- 
lop, “is intentionally a very conservative one,” and he goes 
on to say “It is probably that only a very small proportion of 
the vitamin prescriptions representing this vast sum serve any 
very useful purpose. . . . When it is recalled that, owing to 
the present financial position of the country, health centres 
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cannot be built and that all hospital boards are being faced 
with serious difficulties as regards the staffing and general 
administration of their hospitals, these figures applied to vita- 
mins alone, quite apart from other placebo prescriptions, de- 
serve serious consideration.” 

In view of the relative incidence of pernicious anemia, dia- 
betes mellitus, and heart failure, it is interesting to note that 
liver extract was ordered 125 times, insulin 97 times, and 
digitalis 134 times. Even more curious is the fact that folic 
acid was ordered 32 times: “When it is recalled that this drug 
should be used only in tropical sprue and in some rare cases 
of megaloblastic anaemia, such as the megaloblastic anaemias 
of the malabsorption syndrome and pregnancy, and that it is 
absolutely contraindicated in pernicious anaemia some 3,000 
prescriptions for it a month in Scotland would seem to be 
excessive. 


Trichomonas Vaginalis—Two contributions to the Lancet 
(1:668 and 698 [April 4] 1953) throw interesting sidelights on 
the perpetually recurring problem of the source of infection 
with Trichomonas vaginalis. F. Lanceley and M. G. Mc- 
Entegart infected five volunteer male inpatients per urethram 
with 2 ml. of an inoculum containing about 2 million T. 
vaginalis per ml. To exclude nonspecific reactions due to the 
culture medium, five other volunteers were injected in the same 
manner with the same amount of sterile culture medium. None 
of this control group showed any evidence of urethral irritation 
or infection during the three weeks during which they were 
under observation. In three of the five infected with virulent 
T. vaginalis urethritis developed, from which the protozoa 
were recovered; in the other two a mild transient urethritis 
developed but no trichomonads were ever recovered during 
the three weeks the patients were under observation. Attention 
is drawn to the fact that “examination of carefully taken 
urethral scrapings often revealed trichomonads when they 
could not be demonstrated by any other method. The im- 
portance of this technique both as a test of cure and in the 
investigation of suspected cases is evident, for it is almost 
certain that, so long as active protozoa persist, the patient can 
transmit the infection.” All showed evidence of a mild urethri- 
tis in the first 24 hours, but trichomonads were never found 
before the sixth to the ninth day after inoculation. “This sug- 
gests that patients with non-specific urethritis should be in- 
vestigated for T. vaginalis on several occasions over a period 
of 7-10 days after the probable date of infection.” Only one 
patient complained of symptoms, and these were trivial. In 
two of the patients a mild prostatitis developed and tri- 
chomonads were demonstrable in the prostatic fluid. The in- 
fection appeared to be self-limiting, and the period during 
which protozoa could be found varied from 4 to 94 days. 
Examination of the serums failed to demonstrate an antibody 
to the protozoa. 

According to W. McK. H. McCullagh, 13% of hospital 
gynecologic patients and 11% of private gynecologic patients 
inthe London area are infected with T. vaginalis. If this figure 
applies to the whole of England and Wales, then there were 
41,000 new cases last year, since there were 314,843 new 
gynecologic outpatients in England and Wales in 1952. Mc- 
Cullagh contends that “the main cause of T. vaginalis infection 
is the ordinary lavatory seat.” He points out that the tri- 
chomonads can live on a moist swab for days if kept warm 
and moist. “On the inner front lip of a lavatory seat, it need 
not live so long to infect subsequent cases.” The author was 
informed by the medical officer of health for a central London 
borough that im peak hours a toilet seat in a wamen’s public 
lavatory may be used by up to 60 women in an hour. In 
support of his thesis he states that many patients first report 
for treatment after their return from a summer seaside resort, 
Where they stayed in crowded boarding houses. Prevention, 
therefore, lies, he contends, “in the mass adoption . . . of 
the gap seat, particularly in girls’ schools, railway stations, 
women’s institutions . . and lavatories for female hospital 


Patients.” He adds, “Active interest on the part of the general 
Practitioners and specialists in women’s diseases would greatly 
aid medical officers of health in forcing through this much- 
needed reform to introduce the non-infecting lavatory seat. 
London will be crowded with visitors this summer, and action 
8 needed now.” 
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PARIS 


Congress for Angiology and Histopathology.—The first Con- 
gress for Angiology and Histopathology was held in Paris 
Oct. 14-16, 1952, under the presidency of Professor Cailliau. 
Abnormal capillary function was the principal subject. Bur- 
stein (Paris) read a paper on experimental pharmacodynamics 
and disturbances of vasomotor function. V. Jabonero (Oviedo) 
discussed the efferent innervation of the vascular walls. He 
explained that the autonomy of the nervous system of the 
vascular wall depends on the neural relay along the vessels, 
which, according to Leriche and others, makes the vascular 
nerve system partly independent of the central nervous sys- 
tem. The author used several staining techniques but got th2 
best results with Masson’s argentic technique performed at high 
temperature, followed by Cajal’s technique performed at a low 
temperature. 

B. N. Halpern (Paris) reported on abnormal capillary perme- 
ability. The importance of the problem derives from the fact 
that all fluid exchanges between tissues depend essentially on 
capillary permeability. Fluids pass unceasingly through capil- 
lary membranes in both directions, bringing nutritive elements 
to the tissues and removing the wastes of metabolism. 

The permeability of a membrane by a given substance is 
expressed in terms of the amount of the substance that filters 
through a given surface unit of the membrane during a given 
unit of time under unvarying conditions of hydrostatic and 
osmotic pressures. According to Halpern, indirect measurement 
of this permeability is very difficult. In discussing the various 
forms of edema, he explained the difficulty of the problem. 
He compared the usual levels of protein in the fluid in several 
types of edema, which were as follows: in nephrotic edema 
10 mg. per 100 cc., in nephritic edema 40 to 60 mg., in nutri- 
tional edema 10 mg., in cardiac edema 30 to 50 mg., in 
Quinck’s edema 310 mg. and in acute pulmonary edema 300 
to 600 mg. He stressed that it is difficult to explain these 
differences. The author believes that, when the protein content 
of edema fluid is high, a qualitative alteration of the capil- 
lary membrane and particularly of the intercellular substance, 
which loses its effectiveness, is to be assumed. 

Lemaire, Loeper, and Housset (Paris) reported a study of 
the arteriolar and capillary circulation in man. They described 
a new photographic and plethysmographic method of measur- 
ing this circulation. The technique offers a double advantage: 
its field of exploration is limited only to the cutaneous arteri- 
olar and capillary circulation and it allows the measurement 
of arteriolar blood pressure. In his report on arteriolar-capil- 
lary plethysmography, Jacquet (Reims) explained that this 
method permits obtaining accurate volumetric curves or curves 
of the variations of the arteriolar and capillary circulation. 
This method is of a special interest in peripheral vascular 
diseases, sclerosis, and arterial hypertension and in evaluating 
the prognosis with regard to drug therapy. The author stressed 
the good results obtained with cobalt (injections of cobalt 
benezene sulfonate) in these diseases. 

Cachera and Darnies (Paris) reported a study on abnormal 
capillary permeability in hepatic disorders. They described a 
method of studying capillary permeability consisting of electro- 
phoretic analysis of blood samples taken simultaneously from 
the control arm and from the one compressed during Landis’ 
test. 


Repeated Massive Doses of BCG by Mouth.—It is well known 
that localized or generalized lymphadenopathy may occur 
when BCG is administered by scarification. Bretey, Gernex- 
Rieux, and Tacquet observed for several months a large num- 
ber of patients with ulcerocaseous tuberculosis and with non- 
tuberculous pulmonary conditions to whom BCG was given 
orally in massive doses of 100 to 300 mg., up to a total dose 
of 1,600 mg. They recently reported the results of their re- 
searches before the National Academy of Medicine. The 
tuberculin reactions of the patients constantly diminished and 
the level of antibodies rarely increased. In no case has there 
been any localized or generalized lymphadenopathy. BCG 
given orally was found still active in the stools. 
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TRAINING PROGRAM FOR 
COLLEGE HEALTH PHYSICIANS 


To the Editor:—About the middle of the 19th century, the need 
for a program to promote and preserve the health of college 
students was recognized by President Stearns of Amherst 
College, and Dr. Edward Hitchcock of his staff was the first 
physician to develop a regular health service program in 1856. 
This program, as well as other early health service develop- 
ments, was devoted largely to teaching hygiene and physical 
education; only a few colleges provided an infirmary for the 
care of students who were ill. With the turn of the century, the 
development of a balanced health service program began in 
many schools, with entrance physical examinations, preventive 
immunizations and innoculations, care of illness through out- 
patient and infirmary service, and general supervision by a 
physician of the health problems of all students. 

In 1920, there was organized in Chicago an association of 
persons interested in student health problems. This was the 
American Student Health Association. The first meeting of that 
group was held Dec. 31, 1920, in Chicago with 37 persons 
present and with 53 schools named as charter members. From 
that beginning, this organization, now the American College 
Health Association, has grown to an institutional membership 
of almost 300. It provides an official group through which 
persons and institutions engaged in student health service may 
work for the promotion of health, the prevention of disease, 
and the care of student illness. 

During recent years, the many persons engaged in student 
health work in colleges and universities of the country have 
attempted to provide more medical and health supervisory 
services of the highest caliber. There has been a clearer aware- 
ness of the need for such services brought about, in part, by 
the publication of draft board findings in 1917 and 1918 and 
again in the 1940's. More important, however, has been the 
development of techniques and understanding in the field of 
preventive medicine, much of which is peculiarly adaptable to 
the age group of college students. Tuberculosis, infectious 
mononucleosis, appendicitis, and athletic trauma are a few of 
the health problems commoner in this age group than in other 
periods of life. It is in the postadolescent and early adult years 
that so many degenerative diseases begin. Health habits can 
be formed or in part made over by intelligent approach and 
instruction during these years. Emotional problems are common 
in this group and can frequently be prevented from developing 
into the neuroses and psychoses of later life. Diet and food fads 
are frequent and peculiar, and, in general, persons in the early 
adult group pay less attention to their health during this period 
of their life than at any other time. 

These factors have led to the growth of a group of physicians 
who have devoted most of their time to serving as health 
officers in colleges and universities and who have become, in a 
sense, specialists in the field of student medicine. They are not 
specialists in the usually accepted meaning of the term. In 
fact, they are more than anything else general practitioners 
devoting their professional efforts to the student age group and 
its specific problems. Some of them have had special training 
before entering student health activities and have achieved 
recognition by one of the various specialty boards. Among 
them are internists, psychiatrists, and public health specialists. 

All physicians who have devoted any considerable time to 
the field of student medicine have acquired certain special 
skills. They must be not only skilled physicians but also edu- 
cators. They hold, in most schools by reason of their position 
and training, academic rank. They, therefore, combine the re- 
sponsibilities of physician, teacher, and administrator and must 
be aware of the problems of the college and university in the 
field of health supervision, as well as the health problems of 


the students under their care. Such a position can and shoul 
be one of the most important posts in the organizationa| 
program of any college or university. There are more thay 
6 million college graduates and more than 2 million college 
students in the 1,300 colleges in the United States today. About 
16% of all men and women of the college age group are 
enrolled in college. It is assumed that these men and women 
will become the leaders of our country in every field of 
endeavor, and it becomes highly important that these leaders 
not only enjoy the best personal health possible but understand 
and appreciate the problems of providing good health for aij 
persons. 

If, during their college years, students receive good medical 
care and are instructed adequately in the preservation of health. 
the avoidance of bad health habits, and the development of an 
intelligent, positive, and constructive approach to the problems 
of health for themselves and for their families, much progress 
will have been made toward the solution of the general prob- 
lems of medical care. 

The American College Health Association has for many 
years believed that there is need for wider understanding of 
the scope and importance of the medical work being done in 
student health service units, particularly among the members 
of the medical profession. With this knowledge, many more 
physicians would undoubtedly find themselves attracted to the 
work and would become interested in learning how they might 
enter the field. The association has given much thought to this 
problem in recent years, and the following program has been 
devised in order to provide a means whereby interested physi- 
cians may take definite steps toward a career in student 
medicine. 

The suggested plan consists of two programs. One has been 
planned primarily for the younger physician who is interested 
and who desires to enter the work after his internship or resi- 
dency. Such persons, having had little or no experience in 
private practice, will spend two years in one or more univer- 
sities building a background and understanding of the prob- 
Iems, philosophy, and requirements of student medicine. 
Emphasis will, of course, be on clinical work in the health 
service infirmary of the school in which they train. 

The second program will be shorter and will last for one 
year. It is planned especially for the older physician who has 
had a wider experience in the practice of medicine and who 
needs only to orient himself in the field of student medicine. 
Physicians interested in this program will be those who for 
health or personal reasons desire to give up the rigors of 
private practice but who wish to continue active in their pro- 
fession on a regular hour and salary basis. 

The major part of the time of both programs will be devoted 
to clinical work. Other fields to be covered will be health 
service administration, hospital supervision, correlation of 
health service with problems of health education, the ad- 
missions office, dormitory supervision, environmental sanitation, 
medical social service, and general college administrative 
problems. The exact amount of time that will be spent in each 
area will vary with each school. In general, however, all sub- 
jects mentioned and possibly some others will be covered. The 
director of the health service at the institution at which the 
trainee enrolls will supervise the program. 

In some of the universities, it is expected that arrangements 
can be made for interested trainees to combine their health 
service work with a formal program leading to a masters 
degree in the field of their choice. There should be little diffi- 
culty, for instance, in working out a program for a master of 
public health degree in universities in which the curriculum 's 
available. Other possibilities will come to mind as the program 
is developed. 
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it is expected that the trainee will be considered a regular 
stall member of the health service in which he trains and that 
ye will provide valuable service for the department in much 
ihe same manner as Other staff members. He shail, therefore, 
receive regular Compensation in accordance with the minimum 
established scale for similar work in the particular health 
vrvice. Funds for this purpose will be provided from each 
pealth service budget and may be supplemented from scholar- 
ship or research funds, if available. 

This in-service training program will be started in five uni- 
versities in September, 1953. These first programs will be pilot 
gudies and will be continued for several years before similar 
programs are made more widely available. It is desirable to 
know how the various types of curriculums work in practice, 
how satisfactory the service is to both the trainee and the 
participating university, what problems develop in relation to 
fnances, What arrangements can be made to correlate degree 
programs, and how many physicians are interested. 

At the annual meetings of the American College Health 
Association, the plan is that a certificate or diploma will be 
conferred on the trainees as they complete the program. The 
association receives numerous calls each year from universities 
and colleges asking for aid in finding a qualified physician for 
work in their health services. It is expected that physicians who 
yndertake this in-service training program and who receive the 
certificate will be qualified for recommendation for such 
positions. 

The five universities at which the program will be started in 
September, 1953, are Cornell University, Ithaca, N. Y.; the 
University of Michigan, Ann Arbor; the University of Minne- 
ota, Minneapolis; the University of California at Berkeley; 
ad the University of Kansas at Lawrence. Physicians in- 
ested in obtaining further information may write to any of 
the following persons: Norman S. Moore, M.D., Cornell 
University; Warren Forsythe, M.D., University of Michigan; 
Ruth Boynton, M.D., University of Minnesota; Ralph Canute- 
on, M.D., University of Kansas; William G. Donald, M.D., 
Ernest V. Cowell Memorial Hospital, Berkeley 4, Calif.; Dr. 
Edith Lindsay, secretary, American College Health Association, 
School of Public Health, University of California, Berkeley 4, 
Calif; Dana Farnsworth, M.D., president, American College 
Health Association, Massachusetts Institute of Technology, 
Cambridge, Mass.; and Irvin W. Sander, M.D., director, 
Student Health Service, Wayne University, Detroit, Mich. 




























IRWIN W. SANDER, M.D. 
Director, Student Health Service 
Wayne University, Detroit 1. 








BULBAR POLIOMYELITIS 


To the Editor:—The article in the March 28, 1953, issue of 
Tut JouRNAL (page 1099) entitled “Four Fatal Cases of Bulbar 
Poliomyelitis in One Family” deserves comment. The cause 
of death in patients with poliomyelitis is well known. They 
die of asphyxia from impairment of respiration. This impair- 
ment is due to weakness of the primary muscles of respira- 
lon, to obstruction of the airway, or to a combination of 
ihe two, Rarely is the respiratory center involved. In bulbar 
Poliomyelitis, difficulty arises from obstruction of the airway, 
tecause of impairment of swallowing or paralysis or spasm 
of the vocal cords. With paralysis of the muscles of de- 
dutition, the patient is unable to rid himself of pharyngeal 
*cretions, and he aspirates them and is eventually asphyxiated. 
The treatment of these conditions is well known. Trache- 
tomy should be performed, and the airway should be kept 
free of obstructing materials. If these measures do not produce 
‘uicient ventilation, artificial respiration is given by means 
of the tank respirator. Oxygen should not be administered 
unless one is ready to perform a tracheotomy and use arti- 
icial respiration if the patient does not do well. The problem 
‘not hypoxia, for that is relatively easy to treat, but rather 
'ypercapnia, the retention of carbon dioxide and the develop- 
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ment of respiratory acidosis. It is well known that a carbon 
dioxide concentration of 5% in the blood will anesthetize 
the respiratory center. If the patient then continues to breathe, 
it is because of action of the accessory respiratory centers that 
lie in the carotid bodies and along the aorta. These centers 
are stimulated not by carbon dioxide accumulation but by 
oxygen deficiency. In view of these facts, administration of 
oxygen to a patient in whom the respiratory center is anes- 
thetized, as in one with bulbar poliomyelitis, is a serious error 
in treatment, because it corrects hypoxia and, thereby, re- 
moves the sole stimulus for respiration. Also, it is disastrous 
to place a patient with secretional obstruction in a respirator 
without performing a tracheotomy beforehand, because the 
probability of aspiration of secretions into the lower respiratory 
tract is increased. 

In the past seven years, over 8,000 patients with acute polio- 
myelitis have been treated in the communicable disease unit 
of the Los Angeles County Hospital. We have treated hun- 
dreds of patients with respiratory difficulty similar to those 
described in the article cited. Our mortality rate is 11%. In 
patients with bulbar poliomyelitis without involvement of the 
muscles of respiration, it is less. Our method of treatment was 
published years ago. 

The children described in THE JouRNAL should have re- 
ceived an early tracheotomy, artificial respiration with the 
tank respirator, an indwelling nasogastric tube to relieve gastric 
dilatation, appropriate repair solutions of electrolytes, and 
blood and plasma as indicated after study of the blood pH, 
carbon dioxide combining power, potassium, sodium, chloride, 
albumin, and globulin values. 


WILLIAM P. FRANK, M.D. 
Chairman, Attending Staff 
Communicable Disease Division 
Los Angeles County Hospital 
1200 N. State St., Los Angeles 33. 


INSECTS AND DISEASE 


To the Editor:—The letter in the May 2, 1953, issue of THE 
JOURNAL (page 77) by Dr. Frank C. Leeming, regarding the 
possibility of spread of poliomyelitis by fruit flies, recalled to 
mind a somewhat similar letter in an old medical journal. In 
an 1811 or 1812 issue of a journal no longer being published, 
there was a letter to the editor from a physician who set forth 
his observations on the relationship of yellow fever to the 
prevalence of mosquitoes. Unfortunately, little attention was 
paid to that communication, and it was many years and lives 
later that the cause of yellow fever was definitely established 
and the disease controlled. It is hoped that observations like 
Dr. Leeming’s will induce a more intensive search for possible 
insect vectors of poliomyelitis. 


SOLOMON Garp, M.D. 

Cornell University Medical College 
1300 York Ave. 

New York 21. 


MILKER’S NODULES 


To the Editor:—In the May 2, 1953, issue of THE JOURNAL 
(page 50), I noticed with interest an editorial on milker’s 
nodules. The editorial refers to the apparent rarity of this 
disorder as evidenced by the few cases reported in the litera- 
ture. While this is generally conceded to be a rare disorder, 
in the deep South it is not so rare as appears from the litera- 
ture. I would like to call your attention to an article in the 
New Orleans Medical and Surgical Journal (97:13 [July] 1944). 
It adds more to the information given in THE JOURNAL editorial. 


MarvIN T. GREEN, M.D. 
709 S. Vienna St., Ruston, La. 
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MEDICAL CARE FOR THE DEPENDENTS 
OF SERVICEMEN 


The following report was made by the Council on Medical 
Service to the Los Angeles County Medical Association, Wel- 
fare Council of Metropolitan Los Angeles, and such other local 
agencies as are concerned with providing medical, hospital, 
and related services to the wives and dependents of servicemen. 


? 


During 1951 the increased tempo of the “cold war,” includ- 
ing the so-called Korean Police Action, resulted in a renewed 
interest on the part of Congress in legislation to create a pro- 
gram similar to the Emergency Maternal and Infant Care 
(E. M. I. C.) program of World War II. In order to be in- 
formed on the subject and be prepared to give sound advice 
on any legislative proposals that might be introduced in Con- 
gress, the American Medical Association Council on Medical 
Service assigned the matter to its Committee on Maternal and 
Child Care for full study and review. 

As a first step the Committee conducted an opinion survey 
to learn the reaction of the medical profession to the E. M. 
I. C. program of 1943 to 1947 and what, if any, suggestions 
might be made for improving the program, if adopted by 
Congress. Included in the survey were all state medical asso- 
ciations and several hundred physicians representing general 
practice, obstetrics and gynecology, and pediatrics. 

The second step taken by the Committee was a series of 
conferences with representatives of various national agencies, 
such as the American Hospital Association, the Association of 
State and Territorial Health Officers, the American National 
Red Cross, the American Academy of Pediatrics, and the 
associations representing obstetrics and gynecology. These 
meetings offered an opportunity to learn more concerning the 
good and bad points of the E. M. I. C. program’s operation 
and to learn the opinion of those most concerned in such a 
program as to the present need of national legislation in the 
field. There was almost unanimous agreement that a national 
program was not needed at the present time (1951). On the 
other hand, in view of the special obligation of civilians toward 
those drafted into military service and the uncertainty of the 
future of the “cold war,” it was generally agreed that more 
specific data were needed concerning the problems encoun- 
tered by the wives of servicemen during pregnancy periods 
and the type of medical care received. In view of this, the 
Committee made numerous inquiries as to where, how, and by 
whom such studies might best be conducted. At the suggestion 
of the executive officer of the Los Angeles County Medical 
Association, contact was made with the research division of 
the Welfare Council of Metropolitan Los Angeles and arrange- 
ments were made for the preparation of a prospectus for such 
a study. This prospectus was reviewed with representatives 
of the various national agencies previously mentioned, and a 
three-part study was authorized, to begin in January, 1952, 
to be financed jointly by the welfare council and the Ameri- 
can Medical Association. 

The general purpose of the study was to identify the prob- 
lems encountered by servicemen’s wives when seeking and 
receiving maternity and infant care and on the basis of the 
findings seek to point out such remedial measures as might be 
indicated and the agency or agencies that should initiate 
them. The research division of the Los Angeles Welfare Coun- 
cil accepted responsibility for the technical aspects of the 
fact finding and as stated in the final reports, “enjoyed com- 
plete freedom in developing the design for the study, for the 
interview schedule construction, and for analysis of the find- 
ings.” 

Part 1 of the study concerns the problems encountered and 
the type of care received during pregnancy. It was begun 
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in January, 1952, and reported on in April, 1952. The data 
was secured through interviews with all servicemen’s Wives 
living in Los Angeles County who delivered during a selected 
week in January, 1952. These women were interviewed }y ‘ 
trained staff in a total of 89 hospitals and maternity home 
and, in a small number of cases, in their own homes shortly 
after delivery. ; 

Part 2 concerns the problems encountered and the type of 
care received during the postnatal period by both mother and 
the child. It was begun in April, 1952, and reported op in 
December, 1952. The data for part 2 were gathered through 
interviews with a sample of servicemen’s wives who delivered 
during the month of August, 1951. 

The Committee on Maternal and Child Care of the Ameri. 
can Medical Association Council on Medical Service has fo). 
lowed the study closely, reviewing all data reports as the 
were completed. The executive office of the Los Angele 
County Medical Association was kept advised of progress, and 
the study reports and interview abstracts were available fo: 
review. While the A. M. A. did not officially participate in the 
study, several of its members participated in the discussion a 
its inception and personally kept informed of its progress, 

In view of the importance of this study, not because the 
specific findings are applicable nationally but rather because 
the follow-up or remedial measures that result may well be 
applicable elsewhere in the nation, the Committee on Maternal 
and Child Care met in Los Angeles during the last week jn 
January, 1953, to confer with representatives of groups and 
agencies concerned with providing medical, hospital, and re. 
lated care and services for the wives of servicemen. On the 
basis of its own inquiries into the operation of the World 
War II E. M. I. C. Program, the conference with other 
national agencies, the study conducted here in Los Angeles, 
and the discussions with representatives of local groups and 
agencies, the Committee on Maternal and Child Care believes 
the following assumptions to be reasonable: 

1. The dependents of our military men, particularly of those 
who are drafted into the service, constitute a group whose 
age, income, and frequently transient status, are such as to 
warrant special consideration on the part of civilian agencies 
concerned with medical, hospital, and related services. 

2. In Los Angeles County there is ample evidence that the 
wives of servicemen do receive good medical and _ hospital 
care during pregnancy. The study showed that prenatal care 
was obtained by the third month in all but one case studied. 
Every delivery was in a hospital and attended by a physician, 
and postpartum and pediatric care was both available and 
utilized. 

3. There is also ample evidence that Los Angeles County 
has adequate civilian facilities to provide the dependents of 
servicemen with necessary medical and hospital care during 
pregnancy as well as related services, such as counseling, day 
care for children, and assistance in working out other prob- 
lems that may arise during this period of stress. In addition, 
there are in the area military facilities that supplement civilian 
facilities and may be utilized if the wives so desire. 

4. Despite the existence of adequate facilities and services 
a substantial proportion of these women encountered prob- 
lems. This, in itself, is only natural, since these wives repre- 
sent a cross section of young American women faced with 
both a physical and mental ordeal. Except for complications 
introduced in some cases by residence in a strange cit) and 
by the absence of the husband, the problems are much the 
same as those encountered by other women of similar age 
and circumstance. 

5. Yet, because of the recognition that this group does Wal- 
rant special consideration and because of the fact that ade- 
quate facilities and services do exist in Los Angeles that, I! 
coordinated and utilized, would have reduced the problems 
encountered to a minimum, it would seem that they should 
not be ignored. 

6. These problems for the most part concern (a) cost plan- 
ning, (b) coordination, and (c) information. Cost, of cours, 
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is a problem with which most of the wives were concerned. 


Although cost was not a factor in obtaining good medical 
ot hospital care, it did influence the type of service and 
facility to which a number of wives turned for care, i. ¢., 


private, public, or military. Although some wives preferred 
military facilities and some preferred public facilities, there 
were others who preferred private facilities but because of 
either a2 lack of knowledge as to where services and facilities 
were available within their budget or because they had failed 
to budget for the cost involved found it necessary to go to 
the public or military hospital. Selection of a public or mili- 
tary facility instead of a private physician and hospital, how- 
ever, was a matter of choice oftener than it was dictated by 
financial reasons. The study showed that 60% preferred and 
made arrangements for private services and probably another 
5 to 10% would have preferred private facilities had they 
known how to make the necessary arrangements. Cost planning 
is, of course, a necessity in all private care, whether it be 
provided at usual fee and hospital rates or on a reduced basis. 
It is obvious in the Los Angeles study that where cost plan- 
ning started early enough and was reasonable and consistent, 
the wives obtained and paid for private care. It was equally 
obvious that a lack of planning was frequently the cause of 
the financial inability of other wives to obtain private care, 
even when it was preferred. The Committee believes that 
attention must be given to developing some organized center 
through which these women can obtain counsel as early as 
possible concerning financial planning. Such counseling, coupled 
with knowledge of where and how services can be obtained 
within the means of the wives’ ability to pay, should minimize 
the cost problem. 

Lack of coordination among the numerous groups and 
agencies ready and willing to serve the wives of servicemen 
resulted in many unnecessary problems. This is particularly 
true because of the wide area covered by Los Angeles County 
and the resultant problems of transportation. For the most 
part transportation problems could have been alleviated by 
knowledge of existing facilities available to these women and 
within easy commuting distance. Other problems, such as 
those concerned with day care for children, the obtaining of 
proper allotments, and the need for home nursing or house- 
keeping services, would also be minimized with proper coordi- 
nation among the agencies offering such services. 

The lack of knowledge concerning facilities and services 
available and sources to which to turn for assistance and in- 
formation was amazing, particularly in view of all of the 
agencies interested in serving these women. It was quite evi- 
dent from the study that every effort should be made to remedy 
this situation, and the Committee believes the following rec- 
ommendations be reasonable and practicable: 

It is recommended that a special coordinating committee 
be established in Los Angeles County whose purpose would 
be (4) to assure the men serving in our military forces that 
their wives and families will have adequate medical and hos- 
pital facilities available in time of need; (b) to concentrate 
primarily on facilities and services needed during periods of 
pregnancy; (c) to develop complete and descriptive data con- 
cerning both facilities and services available in the Los Angeles 
area; (d) to coordinate all of these facilities and services to 
the end that each will recognize and accept its part in assur- 
Ing care to the servicemen’s dependents; (e) to reach the wife 
of every serviceman in Los Angeles County with this informa- 
tion; (f) to provide proper counseling services to the wives; 
and (g) to encourage the utilization of civilian services and 
faoilities to the end that military facilities will be used only 
for the purpose for which they were constructed, i. e., the 
Care of military men. 

It is further recommended that this coordinating committee 
be sponsored by the Los Angeles County Medical Association 
and be composed of representatives from the following groups: 
(a) Los Angeles County -Medical Association; (b) local ob- 
stetrical and pediatric societies; (c) local hospital association; 
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(d) Welfare Council of Metropolitan Los Angeles; (e) Veterans 
Service Center; (f) American National Red Cross; (g) local 
health department; and (h) such other groups as may be con- 
cerned with this problem. 

It is further recommended that this coordinating committee 
undertake the following activities: (a) Preparation of a com- 
plete listing of all services available to the wives and de- 
pendents of servicemen that might be helpful during and fol- 
lowing pregnancy. Such a listing should describe the service, 
give the costs, if any, and provide the address, telephone 
number, and name of the agency or person, or both, with 
whom contact should be made. Such a listing should also con- 
tain basic maps of the various areas involved, showing by 
symbol the locations of the services available. Finally, it 
should be published in such manner as to be readily identified 
and easily carried. 

(b) Creation of a central information center to which the 
wives of servicemen might turn for advice and information 
regarding all of the available services listed in (a). The pur- 
pose of this center should be the coordination of information 
to the end that the wives will learn where to go for such 
assistance, service, advice, or guidance as may be needed or 
indicated. 

(c) Determination of ways and means of seeing to it that 
every serviceman’s wife in the area has a copy of the pub- 
lished listing and knows of the existence of the central in- 
formation center. 

(d) Evaluation of all listed available services for the pur- 
pose of recommending steps for improvement and for better 
coordination. 

The Committee also makes the following recommendations: 

(a) The Welfare Council of Metropolitan Los Angeles should 
specifically undertake, in cooperation with its member agencies, 
to assure that counseling services, day care services, home- 
maker services, and such other social services as may be 
deemed necessary are available directly to the wives of service- 
men or through referral from the central information center. 

(b) The local hospital council, in cooperation with its mem- 
ber hospitals, should assure that hospital facilities are avail- 
able to wives of servicemen during delivery at costs that the 
wives can afford to pay. 

(c) The Red Cross should continue with its present excel- 
lent service program for the wives of servicemen and assist, 
through its staff, in reaching these wives with proper infor- 
mation as to available facilities and resources. 

(d) The Veterans Service Center should offer its extensive 
facilities in reaching the servicemen with information concern- 
ing the project suggested here. 

It is further recommended that the Les Angeles County 
Medical Association specifically undertake the following activi- 
ties: 

(a) Financing of the Committee, preparation of the listing, 
and its publication. 

(b) The joint staffing, with such other agency or agencies 
as may wish to participate, of the central information service. 
This agency should be located where it is most convenient, 
with four possibilities that seem logical: the medical society, 
the welfare council, the Veterans Service Center, or the Red 
Cross. 

(c) Assurance, in cooperation with the local chapter of the 
American Academy of General Practice and the local obstetric 
and pediatric societies, that physicians’ services are available 
to the wives and children of servicemen at costs that the wives 
can afford to pay. 

Finally, it is recommended that every effort be made to in- 
augurate this program immediately, as a major “morale- 
booster” for those servicemen now fighting in Korea and for 
those awaiting shipment orders so that they need not be con- 
cerned over the care of their wives and dependents. 
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*Antibiotic Resistance of Pathogenic Staphylococci: Study of 500 Strains 
Isolated at Boston City Hospital from October, 1951, to February, 1952. 
M. Finland and T. H. Haight.—p. 143. 

Liver Coma, with Particular Reference to Management. M. M. Karl, 
R. A. Howell, J. H. Hutchinson and F. J. Catanzaro.—p. 159. 

*Clinical and Laboratory Study of 31 Patients with Hemorrhagic Fever. 
G. J. Barbero, S. Katz, H. Kraus and C. L. Leedham.—p. 177. 

Lack of Interference of Aureomycin with Penicillin in Treatment of 
Pneumococcic Pneumonia. J. J. Ahern and W. M. M. Kirby.—p. 197. 

Oxytetracycline-Streptomycin Therapy in Brucellosis Due to Brucella 
Melitensis. G. B. Magill and J. H. Killough.—p. 204. 

Involvement of Bone Marrow in Diffuse Pulmonary Disease. A. S. Weis- 
berger and R. M. Dumm.—p. 212. 

Secondary Tumors of Heart and Pericardium: Review of Subject and 
Report of 137 Cases. J. F. DeLoach and J. W. Haynes.—p. 224. 

Cardiovascular Lesions Following Bilateral Nephrectomy of Dog: Role 
of Hypertension and Other Factors on Pathogenesis. E. E. Muirhead, 
J. A. Stirman, F. Jones and others.—p. 250. 


Antibiotic Resistance of Pathogenic Staphylococci.—Five hun- 
dred strains of hemolytic, coagulase-positive Staphylococcus 
aureus isolated at the Boston City Hospital from October, 
1951, to February, 1952, were tested for sensitivity to nine 
antibiotics. The incidence of penicillin-resistant strains and the 
increase Over previous observations in the proportion of strains 
resistant to aureomycin and oxytetracycline (Terramycin) were 
the most significant observations. About three-fourths of the 
strains were resistant to penicillin, one-fourth were resistant 
to aureomycin, and one-third were resistant to oxytetracycline. 
The close correlation between penicillin resistance and peni- 
ciHinase production was confirmed. Except for a slight over- 
lap of seven strains that were inhibited by 3.1 or 6.3 ug of 
penicillin per milliliter, all strains resistant to higher concen- 
trations were penicillinase producers, while those sensitive to 
lower concentrations were not. There was no close correlation 
between the source of the strains and their antibiotic resistance; 
the fecal strains, however, included a higher proportion of 
strains resistant to penicillin, aureomycin, and oxytetracycline 
than did those from any other source. There was a close cor- 
relation between resistance to aureomycin and to oxytetra- 
cycline when allowance is made for the relatively lower 
inhibitory action of the latter on a large proportion of the 
strains. There was no correlation between the grades of sus- 
ceptibility to streptomycin and to any of the other antibiotics. 
On the other hand, strains that were resistant to aureomycin 
or to oxytetracycline were all resistant to penicillin; the re- 
verse, however, was not true. While there was some relation 
between the incidence of antibiotic-resistant strains and use of 
the corresponding antibiotics in treatment of the patients from 
whom the strains were isolated, the correlation was not a 
close one. However, the data do suggest that while previous 
antibiotic therapy of any given patient may be an important 
factor in the occurrence of strains resistant to that antibiotic, 
the widespread use of antibiotics may be of equal or greater 
importance in the increase in incidence of staphylococci that 
are resistant to those antibiotics; such strains may become or 
remain pathogenic and retain their resistance when they are 
disseminated and acquired by patients who have themselves 
not received such antibiotics. 





Periodicals on file in the Library of the American Medical Association 
may be borrowed by members of the Association or its student organi- 
zation and by individual subscribers, provided they reside in continental 
United States or Canada. Requests for periodicals should be addressed 
“Library, American Medicai Association.’’ Periodical files cover only the 
last 11 years, and no photoduplication services are available. No charge is 
made to members, but the fee for other borrowers is 15 cents in stamps 
for each item. Only three periodicals may be borrowed at one time, and 
they must not be kept longer than five days. Periodicals published by the 
American Medical Association are not available for iending but can be 
supplied on purchase order. Reprints as a rule are the property of authors 
and can be obtained for permanent possession only from them. 

Titles marked with an asterisk (*) are abstracted. 





J.A.M.A., June 20, 1953 


MEDICAL LITERATURE ABSTRACTS 


UNITED STATES 


Clinical and Laboratory Study of Hemorrhagic Fever.—py;. 
ing the autumn and winter of 1951-1952 an outbreak of epi- 
demic hemorrhagic fever occurred in Korea, chiefly in anq 
around the cities of Kumhwa, Chorwon, and Yonchon. The 
31 patients in this series were United Nations personnel from 
that area. No etiological clue was obtained from their histories 
of food and water ingestion, individual activities, disease cop. 
tacts, or past illnesses. The clinical syndrome was a com. 
posite of nonspecific febrile, cardiovascular, gastrointestinal, 
renal, and hemorrhagic manifestations, with occasional neuro. 
logical complications. The onset was usually abrupt, with shak. 
ing chills, fever, headache, backache, dizziness, eye pain, and 
blurred vision. The addition of malaise, fatigue, anorexia, 
nausea, vomiting, and myalgia produced a picture of severe 
prostration. A deep erythematous flush of the face and neck, 
injection of the membranes of the soft palate and palpebral 
conjunctiva, and edema of the face and eyelids were present 
almost from the onset. Examination revealed tenderness of 
the abdomen and of the costovertebral angle, moderate lym. 
phadenopathy, and occasional enlargement of the liver or 
spleen. During the acute fever peripheral vascular collapse 
with hypotension and weak peripheral pulses were often seen, 
Usually, all the symptoms and signs become most intense be- 
tween the third and seventh days of illness. As early as the 
second day, a hemorrhagic tendency was evidenced by pe- 
techiae in the axillae and soft palate. These and other signs 
of hemorrhage reached their height at the end of the first 
week of illness. An increase in capillary fragility, a depression 
of the platelets, and a prolongation of the bleeding time were 
found during the period of hemorrhage. Renal involvement 
appeared between the second and fourth days of illness, with 
microscopic hematuria and albuminuria. By the end of the first 
week, the urine output began to decline. Oliguria was accom- 
panied by a fall in specific gravity of the urine and blood 
nitrogen retention appeared. The renal damage varied from 
transient abnormalities of the urine to severe uremia. Toward 
the end of the second week of illness, many of the symptoms 
began to subside. By the third or fourth week of illness, most 
of the symptoms and signs had disappeared or were markedly 
diminished, and during the next few weeks, weight, strength, 
and renal function returned to normal. There usually was no 
residual damage. 


A. M. A. Arch. Pathology, Chicago 
55:85-172 (Feb.) 1953 


Accelerated Hypertensive Vascular Disease from Saline and Renin in 
Nephrectomized Dogs. G. M. C. Masson, G. Plahl, A. C. Corcoran and 
I. H. Page.—p. 85. 

Endothelioma of Corpora Cavernosa of Penis. T. R. Waugh.—p. 98. 

Observations on Nature of Galactose Toxicity in Rats. J. M. Craig and 
C. E. Maddock.—p. 118. 

Microscopic Differential Diagnosis of Latent Carcinoma of Prostate 
R. S. Totten, M. W. Heinemann, P. B. Hudson and others.—p. 131. 
Male Pseudohermaphroditism in Three Siblings. C. Cavallero and F. Za 

nardi.—p. 142. 

Histochemical Changes in Irradiated Ovaries: I. Succinic Dehydrogenase 
Activity. A. G. Foraker, S. W. Denham and M. H. Johnston.—p. 147. 

*Bilateral Ductus Arteriosus Representing Persistence of Each Sixth 
Aortic Arch: Report of Case in Which There Were Associated Iso- 
lated Dextrocardia and Ventricular Septal Defects. J. R. Kelsey Jt. 
C. E. Gilmore and J. E. Edwards.—p. 154. 

*Primary Alveolar Cell Carcinoma of the Lung. J. H. Fisher and W. J. 
Holley.—p. 162. 


Bilateral Ductus Arteriosus.—At one stage in its embryological 
development the aortic arch system includes a sixth (pul- 
monary) aortic arch on each side. The right and left pulmonary 
arteries arise as branches of these arches. The right sixth 
arch disappears beyond the point of origin of the right pul- 
monary artery. On the left side the corresponding portion of 
the sixth arch persists as the ductus arteriosus. Certain mal- 
formations are characterized by abnormal retention oF dis- 
appearance of the elements of the sixth (pulmonary) aortic 
arches. For example, disappearance of the left sixth arch be- 
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yond the origin of the left pulmonary artery and persistence 
of the entire right sixth arch result in the presence of a ductus 
arteriosus OD the right and none on the left. Loss from each 
sixth aortic arch of the portion beyond the origin of the 
respective pulmonary artery yields an aortic arch system in 
which there is no ductus arteriosus. Rarest of all malformations 
involving abnormal retention or disappearance of one or the 
other of the two sixth aortic arches are those in which these 
arches persist in their entirety. Kelsey and associates describe 
such a case. Bilateral ductus arteriosus was found, accom- 
panied by isolated dextrocardia, ventricular septal defect, and 
pulmonary atresia in a boy, who died at the age of 10 months. 
The left ductus arteriosus was obliterated in a normal manner, 
while the right ductus arteriosus was patent and served as a 
gollateral channel for pulmonary blood flow. 


primary Alveolar Cell Carcinoma of Lung.—Fischer and Hol- 
ey present five cases of so-called primary alveolar cell tumor 
of the lung and a probable sixth case is mentioned briefly. 
All the tumors were malignant, producing regional or distant 
metastases. In all cases both lungs were involved. In three the 
tumor was multiple nodular in type, while in the other three it 
was combined nodular and diffuse. The histological structures 
of the two forms are identical. In biological behavior the 
tumors resembled a carcinoma. The opinion is expressed that 
these tumors arise from terminal bronchiolar epithelium. The 
gross and microscopic features corresponded closely to those 
described by Swan and by Neubuerger and Geever. The ratio 
of males to females was 4:2. The patients’ ages ranged from 
47 to 80. The clinical signs and symptoms were those of a 
chronic pulmonary disease. It is believed that the widespread 
wumor growth in the lungs interfered with normal pulmonary 
function and thus was an important contributory cause of 
death. Alveolar cell tumors of the human lung are rare. In 
1942 Neubuerger and Geever collected 25 authentic cases and 
added 2 of their own. In 1949 Swan, in screening approxi- 
mately 900 pulmonary neoplasms, found nine pulmonary 
tumors which fulfilled the criteria established for tumors of 
this type: tall columnar mucus-secreting cells lining the pul- 
monary alveoli; absence of an intrinsic tumor of the bronchi, 
and absence of a primary adenocarcinoma of any other part of 
the body. Since 1949 many additional papers have been pub- 
lished on this rare pulmonary tumor. 


Alabama State Medical Assn. Journal, Montgomery 
22:195-222 (Feb.) 1953 


Genito-Urinary Disease as Cause of Non-Urologic Complaints. G. C. 
Poore.—p. 195. 

Treatment of Chronic Cervicitis. W. F. Harper.—p. 201. 

Saddle Block Anesthesia in Obstetrics. J. E. Foster.—p. 204, 

Observations on Mechanism of Glaucoma and Lens Nutrition. J. A. 


Keyton.—p. 207. 
22:223-254 (March) 1953 


Surgical View of Prostate. J. U. Reaves.—p. 223. 

Indications for and Dangers of Barbituric Acid Derivatives. W. D. 
McNally.—p. 225. 

‘Treatment and Prognosis of Amebiasis. W. H. Tucker.—p. 231. 

Recent Advances in Temporal Bone Surgery. E. R. Nodine.—p. 236. 


Amebiasis —Stools obtained by purgation, enema, or sig- 
moidoscopic aspiration from 357 mildly symptomatic or asymp- 
lomatic patients between th eages of 5 and 79 years were 
tamined for amebas; 85 (23.8%) contained E. histolytica. 
This parasite was found oftenest in the sigmoidoscopic speci- 
men. No trophozoite passers were found in this group. Malaise, 
weakness and nervousness were seen in 47 of the 85 patients 
with amebas, abdominal discomfort in 30, constipation in 21, 
fatulence and food idiosyncrasies in 16 and diarrhea in 14. 
All 85 patients were initially given antiamebic treatment by 
one of two methods: (1) bismuth glycolylarsanilate (Milibis) 
M doses of 500 mg. three times daily for 16 days followed 
ty chloroquine phosphate (Aralen diphosphate) in doses of 
15 mg. twice daily for 30 days, followed by a second course 
of bismuth glycolylarsanilate and then a second course of 
ttloroquine phosphate; or (2) oxytetracycline (Terramycin) in 
doses of 500 mg. every six hours for 10 days. Of 63 patients 
passing cysts of E. histolytica with bismuth glycolylarsanilate 
and chloroquine phosphate, 22 were given combined retreat- 
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ment consisting of the simultaneous administration of 500 mg. 
of oxytetracycline four times daily, 250 mg. of chloroquine 
phosphate twice daily, and 500 mg. of bismuth glycolylarsani- 
late three times daily for 10 days. Bismuth glycolylarsanilate and 
chloroquine phosphate seemed to be superior to oxytetracycline 
alone. Simultaneous administration of all three of these drugs 
for 10 days was the most effective combination tried. Fifty- 
three (70%) of the mildly symptomatic or asymptomatic pa- 
tients passing cysts became free of their presenting complaints 
5 to 20 days after the institution of antiamebic treatment or 
were definitely improved, and, therefore, could be considered 
as receiving benefit from antiamebic therapy. Startling and 
dramatic recoveries were observed in many patients who had 
been hitherto considered neurotic. Many months of observa- 
tion are necessary for the proper evaluation of any form of 
treatment for E. histolytica. 


American Journal of Clinical Pathology, Baltimore 
23:101-204 (Feb.) 1953. Partial Index 


Specificity of Auto-Antibodies in Hemolytic Anemia. I. Davidsohn and A. 
Oyamada.—p. 101, 

Mechanism of Dust Clearance from Lung: Theory. P. Gross.—p. 116. 

Bronchogenic Cysts: Manifestation of Congenital Polycystic Disease of 
Lungs. E. L. Heller, J. H. Householder and A. M. Benshoff.—p. 121. 

Poisoning by Methyl-Parafynol (Dormison): Fatal Suicidal Overdose of 
3-Methy!-Pentyne-ol-3, A New Hypnotic. R. M. Cares, B. Newman and 
J. C. Mauceri.—p. 129. 

Acute Bacterial Endocarditis Caused by Variant of Genus Herrellea. 
W. B. Sorrell and L. V. White.—p. 134. 

Systemic Lupus Erythematosus: Review of Literature. S. W. Ross and 
B. B. Wells.—p. 139. 

Coombs Type of Antibodies (Antiglobulin) in Brucellosis. B. M. Wagner 
and D. M. Kuhns.—p. 185. 

Isoagglutinins in Dried Blood Stains. D. K. Merkeley.—p. 190. 

Further Modifications in Measurement of Blood Glucose. F. W. Sunder- 
man.—p. 193. 

New Culture Mediums for Endamoeba Histolytica. §. Inoki, S. Takada 
and T. Nakabayasi.—p. 197. 

Photomicrographic Technic for Counting Cells in Erythrocyte-Survival 
Studies. W. Thalhimer and D. M. Spain.—p. 200. 

Method for Embedding Lens of Eye in Plastic. M. A. Wilcox.—p. 203. 


American J. Digestive Diseases, Fort Wayne, Ind. 
20:29-56 (Feb.) 1953 


Treatment of Ulcerative Colitis. M. B. Levin and B. A. Gwynn.—p, 29. 

Problems in Diagnosis and Complications of Amebic Infection of Liver. 
D. Givner and D. J. Chang.—p. 32. 

Hydrophilic and Acid Binding Properties of Alginates. F. M. Berger, 
B. J. Ludwig and K. H. Wielich.—p. 39. 

Idiopathic Segmental Infarction of Greater Omentum. G. S. Sinow.—p. 43. 

Clinical Evaluation of Diphenmethanil Methylsulfate in Treatment of 
Peptic Ulcer Disease. C. R. Hoffmann.—p. 45. 

Adenocarcinoma of Appendix: Report of Two Cases. R. G. Clarke and 
J. P. Simonds.—p. 47. 


20:57-90 (March) 1953 


Technic of Nutritional Therapy. M. S. Biskind.—p. 57. 

Transpyloric Prolapse of Gastric Mucosa. W. P. Kleitsch and R. L. 
Lawton.—p. 67. 

An Understanding of Prolapsed Gastric Mucosa. F. W. Wilson.—p. 71. 

Membranous Staphylococcal Enteritis After Antibiotic Therapy: Report 
of Two Cases. W. J. Brown, R. Winston and S. C. Sommers.—p. 73. 

Preliminary Report on Effect of Smoking on Ascorbic Acid Content of 
Whole Blood. A. Bourquin and E. Musmanno.—p. 75. 

Practical Diagnosis of Pancreatic Disease. H. M. Spiro.—p. 78. 


American Journal of Medical Sciences, Philadelphia 
225:229-348 (March) 1953 


Tuberculous Pericarditis with Effusion: Impact of Antimicrobial Therapy. 
J. B. Shapiro and W. Weiss.—p. 229. 

Coronary Disease in Second Century of Life. N. G. Russell Jr.—p. 241. 

Follow-Up Study of Clinical Results of Anti-Amebic Therapy. W. F. 
Dowdell, H. P. Roth and N. P. Shumway.—p. 245. 

Bacteroides Infections: Clinical, Bacteriological and Therapeutic Features 
of Fourteen Cases. A. M. Fisher and V. A. McKusick.—p. 253. 

Oral Undecylinic Acid in Prevention of So-Called Monilial Complications 
Secondary to Use of Aureomycin, Chloramphenicol and Terramycin. 
D. C. Mountain and F. P. Krumenacher.—p. 274. 

Thirst as Symptom. J. H. Holmes and A. V. Montgomery.—p 281. 

Electrophoretic and Chemical Serum Protein Fractions in Multiple 
Sclerosis, A. Saifer, A. M. Rabiner, I. Oreskes and B. W. Volk. 
—p. 287. 

Antibiotic-Resistant Staphylococci and Related Infections, F. H. Prissick. 
—p. 299. 

Synergism and Antagonism in Mass Disease of Man. C. E. Taylor and 
J. E. Gordon.—p. 320. 
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American Journal of Medicine, New York 


14:139-260 (Feb.) 1953 


Treatment of Essential Hypertension with f-Alkylamines, Especially Di- 
benzyline. J. L. Bakke and R. H. Williams.—p. 141. 

Control of Hypertension with 1-Hydrazinophthalazine (Apresoline). S. S. 
Riven, D. G. Pocock, R. C. Kory and others.—p. 160. 

Effect of Veriloid Upon Renal Function When Administered in Hypoten- 
sive Doses to Patients with Arterial Hypertension. R. Goldman and 
H. R. Frierson.—p. 168. 

Malignant Hypertension and Hypertensive Encephalopathy: Cerebral 
Hemodynamic Studies and Therapeutic Response to Continuous Infusion 
of Intravenous Veriloid. J. H. Moyer, S. I. Miller, A. B. Tashnek and 
others.—p. 175. 

Spatial Vectorcardiography. A. Grishman, L. Scherlis and R. P. Lasser. 

- —p. 184 


American Review of Tuberculosis, New York 


67:279-400 (March) 1953 


Trend of Tuberculosis Morbidity J. Katz.—p. 279. 

Response to Antimicrobial Therapy of Anergic and Partially Anergic 
Tuberculous Patients: I. Changes in Tuberculin Sensitivity of Individual 
Patients. C. E. Woodruff, W. J. Steininger, R. G. Kelly and H. Kreisel. 
—p. 286. 

Response to Antimicrobial Therapy of Anergic and Partially Anergic 
Tuberculous Patients: II. Prolongation of Life. H. Kreisel, W. J. Stein- 
inger, W. L. Howard and others.—p. 292. 

Electrophoretic and Chemical Serum Protein Fractions in Pulmonary 
Tuberculosis. B. W. Volk, A. Saifer, L. E. Johnson and I. Oreskes. 
—p. 299. 

Bactericidal Action of Isoniazid, Streptomycin, and Terramycin on Extra- 
cellular and Intracellular Tubercle Bacilli. G. B. Mackaness and N. 
Smith.—p. 322. 

Irradiated Antituberculosis Vaccine, Including Comparison with BCG 
in Experimentally Infected Guinea Pigs. J. B. Seagle, A. G. Karlson 
and W. H. Feldman.—p. 341. 

Chemotherapy of Experimental Tuberculosis: VI. Derivatives of Isoniazid. 
J. Bernstein, W. P. Jambor, W. A. Lott and others.—p. 354. 

Id.: VII. Heterocyclic Acid Hydrazides and Derivatives. J. Bernstein, 
W. P. Jambor, W. A. Lott and others.—p. 366. 


Annals of Surgery, Philadelphia 
137:289-432 (March) 1953 


Bodily Changes in Surgical Convalescence: I. Normal Sequence—Obser- 
vations and Interpretations. F. D. Moore.—p. 289. 

Body Fluid Shifts, Sodium and Potassium Metabolism in Patients Under- 
going Thoracic Surgical Procedures. E. M. Aronstam, C. H. Schmidt 
and E. Jenkins.—p. 316. 

Abdominoperineal Resection of Rectum by Two-Team Technic. W. B. 
Neal Jr., E. R. Woodward, A. E. Kark and others.—p. 325. 

Peptic Ulcer: Five Year Review. C. R. Edwards and E. R. Jennings. 
—p. 329. 

*Surgical Problem Presented by Peptic Ulcer of Stomach and Duodenum 
in Infancy and Childhood. J. J. McAleese and W. K. Sieber.—p. 334. 
*Duplications of Alimentary Tract in Adults with Report of Three Cases. 

J. J. Nolan and J. G. Lee.—p. 342. 

Abdominal Incisions in Infants and Children: Study of Evisceration. 
R. E. Gross and C. C. Ferguson.—p. 349. 

Studies in Thrombo-Embolic Disease: I. Acute Early Pulmonary Embol- 
ism (Within 48 Hours) Following Surgical Operation, Trauma and 
Hemorrhage. H. A. Davis.—p. 356. 

Further Experiences with Hypothermia for Intracardiac Surgery in 
Monkeys and Groundhogs. W. G. Bigelow and J. E. McBirnie.—p. 361. 

*Treatment of Cancer by Intermittent Injection of Nitrogen Mustard Via 
Cannulated Arteries. E. D. Grady, S. Krantz and P. F. Brown.—p. 366. 

Intracavitary Colloidal Radiogold in Treatment of Effusions Caused by 
Malignant Neoplasms. G. A. Andrews, S. W. Root, H. D. Kerman and 
R. R. Bigelow.—p. 375. 

Massive Upper Gastro-Intestinal Bleeding Following Pancreaticoduoden- 
ectomy: Case Report and Review of Literature. P. W. Hoffert.—p. 382. 

Experimental Reconstruction of Ureters by Substitution of Smail Bowel 
Segments. A. M. Davids and H. J. Lesnick.—p. 389. 

Physical Rehabilitation of Hemipelvectomy Amputee. O. F. von Wersso- 
wetz and C. W. Painter.—p. 395. 

Excision of Syphilitic-Arteriosclerotic Aneurysm: Technical and Physio- 
logical Considerations with Report of Case. J. D. Haldy.—p. 399. 

Technic for Prevention of Severe Hypothermia During Surgery on Infants. 
E. A. Bering Jr. and D. D. Matson.—p. 407. 

Solitary Nonparasitic Cyst of Liver. L. H. Manheimer.—p. 410. 

Malignant Leiomyoma of Jejunum. A. R. K. Matthews and E. H. Quandt. 
—p. 416. 

Idiopathic Spontaneous Segmental Infarction of Greater Omentum. 
R. Kerdasha.—p. 419. 

Circulation in Normal and Cirrhotic Liver. J. K. Berman and J. E. Hull. 
—p. 424. 


The Surgical Problem of Peptic Ulcer in Childhood.—Three 
children with gastric ulcer and 13 with duodenal ulcer have 
been seen at the Children’s Hospital of‘ Pittsburgh over a 
14 year period. The three with gastric ulcer had the follow- 
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ing associated diseases: tuberculosis of the spine, brain abscegy 
and bronchial asthma. Splenomegaly due to Banti’s syndrome 
congenital hydrocephalus, serious drug reaction, and cystic 
fibrosis of the pancreas were associated diseases in the chi, 
dren with duodenal ulcer. The ages of the children ranged 
from 6 weeks to 14 years. Gastric analyses seemed of lit 
value in the diagnosis of peptic ulcer in childhood. Diagnosis 
was made at postmortem examination in four cases, at Opera. 
tion in two cases, and by roentgenogram in ten cases, Ip five 
of the children an attempt was made to cure the ulcers by 
gastroenterostomy. Two remained well, having been followed 
up for nine and 18 months, respectively; in two marging 
ulcers developed; and the fifth required a subtotal gastrectomy 
because of obstruction and hemorrhage four years after the 
original operation. Four patients, who did not receive surgical 
treatment, died. When a peptic ulcer perforates in a chijj 
surgical closure is necessary. While hemorrhage can frequently 
be managed conservatively, a large percentage of such chil. 
dren require additional treatment. Gastroenterostomy may no 
be the best procedure to relieve intractable symptoms anj 
obstruction in children. 


Duplications of Alimentary Tract in Adults.—The fact thy 
three alimentary tract duplications were observed within six 
months in patients from 31 to 51 years of age convinced 
Nolan and Lee that those congenital anatomic errors are 
more frequent in adults than is generally realized. The try 
incidence of these duplications is difficult to determine, the 
more so since the term has only recently been accepted as 
including not only tubular supernumerary viscera, such as 
ileum duplex, but also spherical forms, which generally have 
been described as enterogenous cysts, enterocystomas, and ip- 
clusion cysts of the alimentary tract. Many tubular duplications 
have been mistaken for unusual Meckel’s diverticula, and 
spherical duplications, when found in the thorax, have been 
called “congenital gastric cysts.” Of the three patients whose 
histories are presented, one had a massive gastric duplication 
associated with hemorrhage; the second had a spherical dupli- 
cation of the esophagus, associated with inferior vena caval 
compression; and the third had a spherical duplication of the 
ileum, associated with intussusception. The embryology, pathol- 
ogy, clinical and roentgenologic aspects, and the treatment of 
duplications of the alimentary tract in adults are discussed, 
In the treatment of duplications two points are important. 
First, since the duplication and the parent intestine have the 
muscularis in common, no plane of cleavage can be estab- 
lished. Second, the blood supply to the normal alimentary 
tract may be destroyed by removal of the duplication. For 
these reasons, resection of both the normal and abnormal 
alimentary tract is the method of choice in most instances. 
If the organ concerned has a large lumen and an almost in- 
destructible blood supply, as does the stomach, resection fol- 
lowed by closure of the resultant defect is a feasible pro- 
cedure. In small spherical duplications, simple excision by 
sharp dissection through the plane of the muscularis, followed 
by serosal apposition, is a permissible procedure. The danger 
of resecting a large duplication with a broad attachment to 
the esophagus cannot be overemphasized. Resection in several 
instances in children has been followed by disaster. When the 
duplication is associated with a portion of the alimentary tract, 
which lends itself well to surgical resection, the outcome is 
more likely to be favorable. 


Treatment of Cancer by Intra-Arterial Injection of Nitrogen 
Mustard.—Brief case reports are presented of 11 patients with 
advanced cancer treated by intermittent intra-arterial injection 
of the nitrogen mustard, bis (beta-chlorethyl) amine hydro- 
chloride. The drug had little beneficial effect in eight of these 
patients. Three patients showed temporary improvement in the 
form of regression of the mass or relief of pain. Complica- 
tions accompany this type of therapy. Necrosis of the soll 
tissue of the neck was produced by extravasation of the drug 
into the wound. Bone marrow depression resulted when large 
amounts of nitrogen mustard were used. Transient and occa 
sionally serious edema developed in parts when catheters wer 
placed in head and neck. The tongue became severely edema- 
tous and the skin became red and scaly or necrotic. Cerebral 
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effects occurred occasionally with large doses or with treat- 
ment through the carotid artery. Nausea, malaise, and weak- 
ness were constant. Insertion and care of catheters and the 
administration of the drug require technical skill, a great deal 
of personal attention, careful observation, and nursing care. 
The authors feel that the benefit obtainable by this method 
i; not sufficient to counterbalance the adverse effects, re- 
actions, and unavoidable complications. 


Blood, New York 
8:195-294 (March) 1953 

Malignant Lymphomas; Their Classification and Relation to Leukemia. 
L. Berman.—p. 195. 

,drenalin (Epinephrin) Test as Applied to Hematologic Disorders. J. B. 
Chatterjea, W. Dameshek and M. Stefanini.—p. 211. 

Significance of Stainable Iron in Sternal Marrow Sections: Its Applica- 
tion in Control of Iron Therapy. H. E. Hutchison.—p. 236. 

ginding of Acid and Basic Dye at Varied pH by Biood and Bone Marrow 
Cells of Man With Observations of Blood and Bone Marrow Stained 
with Serra’s Method for Arginine. L. P. Weiss.—p. 249. 

Effects of Total Body X-Irradiation on Peripheral Blood of Monkey. 
E. Eldred and B. Eldred.—p. 262. 

Studies on Abnormal Hemoglobins: VI. Electrophoretic Demonstration of 
Type S (Sickle Cell) Hemoglobin in Erythrocytes Incapable of Showing 
Sickle Cell Phenomenon. K. Singer and B. Fisher.—p. 270. 

Studies on Anticoagulant Phenylindanedione: I. Effect of Emulsified Vita- 
min Ki on Phenylindanedione-Induced Hypoprothrombinemia. C. G. 
Guttas, W. C. Maloney and H. S. Sise.—p. 276. 


Circulation, New York 
7:161-320 (Feb.) 1953 


Studies on Renal Excretion of Radioactive Digitoxin in Human Subjects 
with Cardiac Failure. G. T. Okita, F. E. Kelsey, P. J. Talso and others. 
—p. 161. 

*Effects of Hexamethonium on Certain Manifestations of Congestive Heart 
Failure. R. T. Kelley, E. D. Freis and T. F. Higgins.—p. 169. 

Electrocardiographic Studies During Cardiac Surgery. E. J. Jaruszewski, 
H. K. Hellerstein and H. Feil.—p. 175. 

Supraventricular Tachycardia Complicating Surgical Procedures: Study 
of Contributing Causes, Course, and Treatment of This Complication 
in 50 Patients. W. R. Rogers, F. Wroblewski and J. S. LaDue.—p. 192. 

Electrocardiographic Findings in Cardiac Amyloidosis. A. J. Josselson 
and R. D. Pruitt.—p. 200. 

Isolated U Wave Negativity. J. H. Palmer.—p. 205. 

Coccidioidal Pericarditis. R. Larson and R. E. Scherb.—p. 211. 

‘Alterations of Lesions of Acute Rheumatic Myocarditis During Cortisone 
Therapy. A. Golden and J. W. Hurst.—p. 218. 

Effect of Cortisone on Size of Experimentally Produced Myocardial 
Infarcts. A. S. Johnson, S. R. Scheinberg, R. A. Gerisch and H. C. 
Saltzstein.—p. 224. 

Ballistocardiography: I. Physical Considerations..M. B. Rappaport, H. B. 
Sprague and W. B. Thompson.—-p. 229. 

Phenolic Compounds in Treatment of Rheumatic Fever: I. Study of 
Gentisic Acid Derivatives. N. E. Clarke, R. E. Mosher and C. N. 
Clarke.—p. 247. 

Renal Excretion of Water, Sodium and Chloride: Comparison of Re- 
sponses of Hypertensive Patients with Those of Normal Subjects, 
Patients with Specific Adrenal or Pituitary Defects, and a Normal Sub- 
ject Primed with Various Hormones. R. Birchall, S. W. Tuthill, W. S. 
Jacobs and others.—p. 258. 

Ballistocardiography: Appraisal of Technic, Physiologic Principles, and 
Clinical Value. R. S. Gubner, M. Rodstein and H. E. Ungerleider. 
—p. 268. 





Hexamethonium and Congestive Heart Failure.—Hypotensive 
doses of hexamethonium (30 mg. on the average) were ad- 
ministered intravenously to 16 men and 3 women between the 
ages of 37 and 79 with different types of heart disease in 
various degrees of congestive failure. The immediate effects 
of this treatment were a fall in venous pressure in all patients 
exhibiting initial elevations, shortening of the circulation time 
and a decrease in heart rate in most cases, and frequent 
symptomatic improvement in the degree of dyspnea and 
orthopnea. Right auricular, right ventricular, and pulmonary 
arterial pressures also were reduced following hexamethonium 
administration; cardiac catheterization studies carried out in 
4 of the 19 patients revealed a decrease in intracardiac or 
pulmonary arterial pressures that paralleled the fall in arterial 
Pressures following hexamethonium. An increase in cardiac 
output with a pronounced decrease in total peripheral re- 
sistance was observed in one cardiac patient in whom such 
determinations were carried out. It is suggested that hexa- 
methonium, by reducing the total peripheral resistance and 
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diverting blood volume to the peripheral vasculature, may 
interrupt the vicious cycle associated with congestive heart 
failure by, first, decreasing the work demand of the left ven- 
tricle and, second, reducing venous overloading of the right 
heart. 


Cortisone in Acute Rheumatic Myocarditis—A _ 10-year-old 
girl with acute rheumatic fever was treated with prolonged 
courses of corticotropin (ACTH) and cortisone early in her 
illness but her disease was constantly active and progressive. 
She received no hormone therapy for a six week period ter- 
minating 16 days before death. During her final hospitaliza- 
tion she was given large doses (100 mg. every eight hours) 
of cortisone intramuscularly with a total dose of 3,200 mg. 
There was no demonstrable clinical response to this therapy, 
and the patient died of intractable congestive heart failure. 
Necropsy revealed numerous interstitial lesions in the myo- 
cardium, many of which were acute and of highly atypical 
appearance. The changes consisted of various sized but fre- 
quently extensive and stellate areas of intense fibrinoid de- 
generation of collagen accompanied by little or no cellular 
reaction. Myocardial lesions that appeared to be of longer 
duration showed varying degrees of healing and did not differ 
from those seen in rheumatic myocarditis not treated with 
corticotropin or cortisone. The lesions observed by the authors 
in this case may be interpreted as representing a suppression 
of cellular reaction to altered collagen. The findings did not 
indicate that the injury to connective tissue associated with 
rheumatic fever has been prevented to any degree. The authors 
are unable to evaluate the effect of the observed morphological 
alterations on the eventual fate of the lesions. The significance 
of their observations will have to be determined by the long- 
term studies now in progress of patients with rheumatic heart 
disease who have been treated successfully with corticotropin 
and cortisone. 


Diseases of Chest, Chicago 
23:121-240 (Feb.) 1953 


*Therapeutic Use of Diethylaminoethyl Ester Hydroiodide of Penicillin G 
in Chronic Bronchopulmonary Infections: Clinical and Bacteriological 
Studies. A. L. Barach, H. A. Bickerman, H. M. Rose and G. W. 
Melcher Jr.—p. 121. 

Use of Neo-Penil, Diethylaminoethyl-Ester of Penicillin, in Pulmonary 
Disease. M. J. Dulfano and M. S. Segal.—p. 136. 

*Hydriodide of Diethylaminoethyl Ester of Penicillin G, Neo-Penil: V. 
Comparative Study of Treatment of Bacterial Pneumonias with Procaine 
Penicillin. H. F. Flippin, L. E. Bartholomew, W. V. Matteucci and 
N. H. Schimmel.—p. 143. 

Intrabronchial Use of Streptokinase and Streptodornase in Treatment of 
Slowly Resolving Pneumonia. J. M. Miller, J. A. Surmonte and P. H. 
Long.—p. 149. 

Serum Mucoproteins in Pulmonary Tuberculosis. G. C. Turner, F. Schaff- 
ner D. E. Eshbaugh and J. de la Huerga.—p. 154. 

Segmental Resection for Pulmonary Tuberculosis. J. D. Murphy and 
J. E. Rayl.—p. 160. 

Patent Ductus Arteriosus with Endarteritis: Report of Case Complicated 
by Pulmonary Infarction, Treated by Ligation of Ductus and Seg- 
mental Pulmonary Resection. R. H. Betts and T. Thomas.—p. 166. 

Heart Block Apparently Caused by Trauma: Report of Case. R. K. 
O’Cain and H. L. Smith.—p. 171. 

Effects of Rapid Changes of Altitude on Patients Undergoing Pneumo- 
therapy. C. Brown.—p. 175. 

Peritoneal Effusions in Pneumoperitoneum Treatment with Antihista- 
minics: Preliminary Report. I. D. Bobrowitz, J. Ochs and S. G. Holtz- 
man.—p. 186. 

Problem of Anaesthesia for Thoracoplasty. A. R. Hunter.—p. 197. 

Association of Bronchogenic Carcinoma and Active Pulmonary Tuber- 
culosis: with Report of Four Cases. W. F. Nuessle.—p. 207. 


Diethylaminoethyl Ester Hydriodide of Penicillin G in Bron- 
chopulmonary Infections.—During the past year 80 patients 
with chronic bronchopulmonary disease, including chronic 
bronchitis, bronchiectasis and chronic pneumonitis, received 
a total of 100 courses of the hydriodide salt of diethylamino- 
ethyl ester of penicillin G (Neo-Penil). Excellent results were 
obtained in 55, moderate improvement in 27, and little or no 
benefit in 18 of the 100 courses. The diethylaminoethyl ester 
of penicillin was supplied as the hydriodide salt in the form 
of a dry, relatively insoluble powder which, when reconstituted 
with sterile distilled water, formed a milky suspension having 
a potency equivalent to 300,000 Oxford units of penicillin 








764 MEDICAL LITERATURE ABSTRACTS 


per cubic centimeter. The original material, 1714-J Formula 
A, produced considerable foaming when reconstituted. This 
difficulty has been overcome in the more recent material 
(Formula D). The penicillin was administered intramuscularly 
once or twice daily in doses ranging from 500,000 to 2,000,000 
units, with an average total dose of 9,000,000 units. The 
duration of therapy varied from three to 18 days, averaging 
about eight days. Ninety therapeutic courses were given to 
patients with purulent or mucopurulent sputum. After treat- 
ment there was no sputum in four instances, mucoid sputum 
in 55, mucopurulent sputum in 19, and purulent sputum in 
12. Sputum cultures after treatment were sterile in 36 and 
yielded gram-negative bacteria in 27, Staphylococcus aureus 
in 14, Bacillus proteus in four, Pseudomonas pyocyanea in 
one, yeast organisms in three, and other organisms, includ- 
ing Streptococcus viridans, in five. The authors feel that 
diethylaminoethyl iodide penicillin is quite effective in infec- 
tions due to gram-positive organisms. Allergic reactions to 
penicillin and sensitivity to iodine were observed at times, but 
these side-effects were not sufficiently severe or frequent to 
limit the use of the drug. 


Pneumonia: Comparison of Hydriodide of Diethylaminoethy! 
Ester of Penicillin G (Neo-Penil) and Procaine Penicillin. 
The hydriodide of diethylaminoethyl ester of penicillin G (Neo- 
Penil) gives rise to lower and less prolonged plasma concen- 
trations than does procaine penicillin, but animal and human 
experiments have shown that the new penicillin G ester has 
a far greater affinity for the lungs than other penicillin prepa- 
rations. Since these unusually high tissue concentrations occur 
in the absence of high blood levels, it is felt that the tissue 
levels are due to the pharmacological property of the drug 
and not merely to a high blood-tissue diffusion gradient. 
Furthermore, the new penicillin G ester is a repository peni- 
cillin salt, but to a lesser degree than is procaine penicillin. 
During the winter of 1951-1952, 114 pneumonia patients ad- 
mitted to the adult fever wards of the Philadelphia General 
Hospital were divided into two therapeutic groups: 55 re- 
ceived Neo-Penil, and 59 received procaine penicillin. In gen- 
eral, the two groups were comparable as to the factors 
influencing prognosis. The dose schedule with Neo-Penil and 
procaine penicillin was 500,000 units intramuscularly daily for 
a total of five days. This was sufficient in 47 of the patients 
receiving Neo-Penil and 48 of those in the procaine penicillin 
treated group. There were five patients in each group who re- 
quired therapy for 10 days because of certain complicating 
factors. Also, there were nine patients (three in the Neo-Penil 
treated group and six in the procaine penicillin treated group) 
who were given crystalline penicillin G in addition. Three 
of the 114 patients died, but in each of these, the pneumonia 
was complicated by some serious, pre-existing disease process. 
There were no untoward reactions attributable to either form 
of penicillin therapy in this series of cases. Repeated roent- 
genographic studies were made on 94 of the 114 patients (42 
in the Neo-Penil treated group; 52 in the procaine penicillin 
treated group); within two weeks approximately 75% of both 
groups showed significant or complete resolution. These data 
offer no evidence of significant difference between the two 
forms of penicillin in their ability to reduce fever. Further- 
more, both forms were equally adequate as far as the end 
results of therapy were concerned. 





Indiana State Medical Assn. Journal, Indianapolis 


46:89-180 (Feb.) 1953 


Treatment of Chest Injuries. C. G. McEachern and J. E. Arata.—p. 105. 

Carotid Sinus Reflex: III. Spontaneous and Induced Stokes-Adams 
Attacks in Patient with Hyperactive Reflex. D. L. Urschel and K. K. 
Kraning.—p. 111. 

Rabies, Threat to Human Health. J. M. Bretz.—p. 115. 


46:181-272 (March) 1953 


Traumatic Rupture of Diaphragm: Case Report and Discussion. E. J. 
Berman.—p. 197. 

Case of Abdominal Pregnancy. R. O. Wharton.—p. 201. 

Congenital Umbilical Hernia. E. R. Clarke.—p. 204. 

Chronic Diarrhea—Diagnosis and Management. F. Steigmann.—p. 207. 
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J. Am. Geriatrics Society, Baltimore 


1:1-76 (Jan.) 1953 

Certain Aspects of ACTH and Cortisone Therapy in Older Patients With 
Rheumatoid Arthritis. M. M. Montgomery, S. Zivin and |, F. Steck, 
—p. 9. 

Non-Malignant Lesions Causing Bleeding; Diagnostic Procedure and 
Treatment. G. V. Smith.—p. 17. . 

Psychiatric Aspects of Mental Competency in the Aging. H. E 
E. B. Allen.—p. 30. 

Role of Irradiation in Management of Breast Cancer. L. H Garland 
—p. 39. 

Broadening Indications for Tracheotomy in the Aged. K. C. Johnston 
R. J. McMahon and P. H. Holinger.—p. 47. 

Entero-Vesicle Fistula: Analysis of 34 Cases. T. L. Cottrell, N. J. Hecke 
and E. M. Miller.—p. 52. 

Some Surgical Aspects of the Aged Person. A. H. Iason.—p. 57, 


Clow ang 


J. American Med. Women’s Assn., Nashville, Tenn, 


8:81-116 (March) 1953 
*Problem of Painful Shoulder. C. Henle.—p. 81. 
Phyatromine® in Treatment of Simple Delay in Menstruation and 4; 
Possible Diagnostic Test for Pregnancy. R. S. Finkler.—p. 88. 

Painful Shoulder.—The condition discussed has been called 
bursitis, tendinitis, peritendinitis, pariarthritis, fibrositis, rup- 
tured tendon, or bicipital syndrome. The author limits the dis- 
cussion to shoulder pain arising from local lesions of the 
retator cuff, tendons, bursae, and tendon sheaths. Symptoms 
may vary greatly. In recent, complete rupture of the supra. 
aspinatus tendon, there is a history of an injury or strain, 
followed in 6 to 12 hours by severe pain and muscle spasm 
rendering the arm immobile. Then there is the person who 
feels an occasional “catch” while the shoulder is in certain 
positions but who has no limitation of motion or other symp- 
toms. Pain is usually located over the greater tuberosity and 
radiates down the arm or across the upper trapezius fibers to 
the posterior aspect of the neck. Swelling may be present over 
the bursa. In the more usual case pain begins as an unpleasant 
sensation elicited by certain motions of the arm. It becomes 
progressively more severe until it may wake the patient at night 
when he turns to the affected side. The arm feels “dead” or 
weak. X-ray examination helps to exclude shoulder pain caused 
by bone or periosteal trauma, tumor, or infection, but it does 
not rule out tendinous or peritendinous lesions, which may 
be assumed to be present when symptoms and physical find- 
ings are typical. Pain from visceral pathological conditions 
such as from the gallbladder, heart, or diaphragm must be 
excluded, as well as pain from cervical spine or spinal cord 
lesions. A roentgenogram may not show calcific deposits near 
the tendinous insertions, but it may disclose increased density 
or irregularity in the bone at the tendinous insertion. This is 
indirect evidence of an irritative process at this point. De- 
calcification in the bone indicates a long-standing pathological 
condition with advanced tendon degeneration. The author re- 
views observations on 125 patients with shoulder pain who 
were subjected to roentgen therapy. Calcific deposits were 
present in the soft tissues in 78 patients. Decalcification of the 
greater tuberosity was present in 14 and sclerosis on the bone 
margin in 26 of the patients. Roentgen therapy was considered 
successful in 74% of the patients treated. The highest per- 
centage of good results was obtained in the younger age 
groups and in those patients in whom the symptoms had been 
of shorter duration. 





Journal Clin. Endocrin. & Metab., Springfield, Ill. 
13:243-382 (March) 1953 


Skin Pigmentation in Relation to Adrenal Cortical Function. T. C. Hall, 
B. H. McCracken and G. W. Thorn.—p. 243. 

Efficacy of Newer Estrogen, TACE, As Revealed by Vaginal Smears 
R. C. Benson and J. W. Garetz.—p. 258. 

Comparative and Statistical Study of Vaginal and Urinary Sediment 
Smears. L. J. Lencioni.—p. 263. 

Interaction of Parathyroid Hormone and Vitamin D on Renal Excretion 
of Phosphate. R. Kiein and R. C. Gow.—p. 271. 

Rare Dwarfism with Chronic Hypoglycemia and Convulsions: Observa- 
tions with 1) ACTH and Cortisone, 2) ACTH and Thyroid. M. ™. 
Steiner.—p. 283. 

Desoxycorticosterone in Rabbits: Simulation of Rabbit “Toxemia of 
Pregnancy.” G. M. C. Masson, L. A. Lewis, A. C. Corcoran and I. H. 
Page.—p. 300. 

Experimental Adrenogenital Syndrome in Frog. E. Witschi.—p. 316. 

Adrenal Cortical Secretions in Relation to Reproductive System of Rats. 
C. R. Moore.—p. 330. 
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Journal of Experimental Medicine, New York 
97:315-466 (March) 1953. Partial Index 


Essential Participation of an Enzyme in Inhibition of Growth of Tubercle 
Bacilli by Spermine. J. G. Hirsch.—p. 327. 

Effect of Conposition of Gaseous and Aqueous Environments on Survival 
of Tubercle Bacilli In Vitro. R. J. Dubos.—p. 357. 

Quantitative Studies of Virus-Host Relationship in Chimpanzees After 
Inapparent Infection with Coxsackie Viruses. J. L. Melnick and A. S. 
Kaplan.—p. 367. 

Studies of Renal Juxtaglomerular Cells: I. Variations Produced by Sodium 
Chloride and Desoxycorticosterone Acetate. P. M. Hartroft and W. S. 
Hartroft.—p. 415. 

Urea Excretion in Human Sweat as Tracer for Movement of Water 
Within Secreting Gland. I. L. Schwartz, J. H. Thaysen and V. P. 
Dole.—P. 429. 

Studies on Activation of Serum Protease by an Antigen-Antibody System. 
J. V. Jemski, J. A. Flick and W. R. Stinebring.—p. 439. 

Studies on Entry and Egress of Poliomyelitic Infection. VI. Centrifugal 
Spread of Virus into Peripheral Nerve with Notes on Its Possible 
Implications. H. K. Faber, R. J. Silverberg and L. Dong.—p. 455. 


Journal of Immunology, Baltimore 
70:129-198 (Feb.) 1953 


Antibody Formation In Vitro by Haemopoietic Organs After Subcutane- 
ous and Intravenous Immunization. G. J. Thorbecke and F. J. Keuning. 
=p, 129. 

Effect of Compiement in Rabbit Serum on Quantitative Precipitin Re- 
action. P. H. Maurer and D. W. Talmage.—p. 135. 

Study of Effects of Sodium Salicylate and Some Structurally Related 
Compounds on Antigen-Antibody Reactions In Vitro. C. Friend. 
—p. 141. 

one Pathogenicity of Mumps Virus for Suckling Hamsters on Intra- 
cerebral Inoculation. L. Kilham and J. R. Overman.—p. 147. 

Cutaneous Hypersensitivity in Brucellosis: I. Characterization of an 
Antigen for Detection of Cutaneous Hypersensitivity in Brucellosis. 
A. A. Benedict and S. S. Elberg.—p. 152. 

Id.: Il. Chromatographic Studies on Skin-Test Antigen. A. A. Benedict 
and S. S. Elberg.—p. 165. 

Precision of Potency Assay of Alum-Precipitated Tetanus Toxoid in 
Mice: An Inter-Institutional Study. J. Ipsen Jr.—p. 171. 

Antigens in Scarlatinal Erythrogenic Toxin Demonstrable by Oudin 
Technic. R. K. Jennings.—p. 181. 

Formation of Particles of Influenza Virus. R. W. G. Wyckoff.—p. 187. 

Hemagglutinins Among Higher Fungi. A. W. Bernheimer and M. E. 
Farkas.—p. 197. 


Journal of Thoracic Surgery, St. Louis 
7:111-218 (Feb.) 1953 


The Patent Ductus: Review of 75 Cases with Surgical Treatment Includ- 
ing an Aneurysm of the Ductus and One of Pulmonary Artery. E. Hol- 
man, R. Gerbode and A. Purdy.—p. 111. 

*Anatomic (Histologic) Basis and Efficient Clinical Surgical Technique for 
Restoration of Coronary Circulation. C. P. Bailey, R. C. Truex, A. W. 
Angulo and others.—p. 143. 

Pulmonary Valvulotomy: Description of New Operative Approach with 
Comments About Diagnosis Characteristics of Pulmonic Valvular 
Stenosis. H. B. Shumacker Jr. and P. R. Lurie.—p. 173. 

Plasmacytoma of Lung. L. D. Hill III, and M. L. White Jr.—p. 187. 

Physiologic Studies Following Thoracic Surgery. II. Immediate Effects of 
Upper Lobectomy Combined with Five-Rib Thoracoplasty. W. W. 
Stead.—p. 194. 

Intrathoracic Use of Large Bowel After Subtotal Esophagectomy for 
Cancer: Report of One Case. L. H. Camara-Lopes.—p. 205. 


Surgical Restoration of Coronary Circulation.—The principle 
of arterialization of the myocardial capillary bed by reversal 
of the blood flow through the coronary sinus was successfully 
carried out by Beck and his co-workers. Bailey and associates 
present anatomic investigations that demonstrate that this pro- 
cedure is helpful in cases of advanced coronary arteriosclerosis. 
Most of the 18 patients presented here were operated on by 
Beck and the others by Bailey. A segment of a large superficial 
vein, either the median basilic vein of the arm or the external 
jugular vein, is removed under local anesthesia. The segment 
is irrigated with heparin solution and placed between layers of 
Moist gauze. The patient is then anesthetized for the anas- 
lomosis. After the pericardium has been opened, the coronary 
sinus is identified and is traced to its terminus into the right 
atrium. After it has been partially dissected free from fat, a 
curved needle, threaded with a heavy (Orlon) suture, is passed 
completely around the sinus about 1 cm. from its terminus, 
leaving a loose loop of double suture, which is to be tied down 
at the second operation to obstruct largely the exitus of blood 
from the coronary sinus into the right atrium. This step will 
ultimately insure the reversal of flow through the coronary 
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sinus. The needle is removed, and the ends of the sutures are 
tied together, rolled into a small coil and sutured out of the 
way within the pericardium for easy accessibility at the second 
operation. A segment of the sinus, which is exteriorized by a 
clamp, is incised, and the vein graft is anastomosed to this 
incision. The other end of the graft is anastomosed to the 
aorta. At the second stage of the operation, which is performed 
three weeks after the first, the previous pericardial incision is 
reopened, and adherent tissues are dissected away from the 
region of the graft. Then the rolled-up double Orlon suture 
is located, the two strands are separated and each is tied down 
separately over a 3 mm. probe, thus providing a 3 mm. 
passageway through which the sinus blood can partly escape 
into the right atrium. Two of the 18 patients, in whom reversal 
of the blood flow through the coronary sinus was planned, did 
not actually have an anastomosis performed; in one of these 
two, the coronary sinus was so delicate that it would not hold 
a suture and was closed with difficulty; in the other patient, 
the coronary sinus was too far to the right of the aorta, making 
anastomosis technically impossible. There were two deaths; one 
due to exsanguinating hemorrhage at the aortic anastomosis on 
the seventh postoperative day; the other occurred a few hours 
after surgery. Empyema developed in one patient after the 
first operative stage. In two patients, in whom thrombosis of 
the anastomosis was disclosed at the time of the second opera- 
tion, the Orlon sutures were tied down, and both patients 
showed slight improvement. Of the remaining 11 patients, four 
had thrombosed grafts at the second operation. They were 
treated by instillation of asbestos powder into the pericardium. 
One of these four is slightly improved, two are unchanged, and 
one died six months after surgery. The seven with patent 
grafts showed improvement, varying from “clinical cure” to 
moderate amelioration. Among the modifications that reduce 
technical failures is the removal of a button of aortic wall 
rather than mere incision of the aorta to produce rapid flow 
of blood through the grafts and sinus. It is believed that this 
will reduce the incidence of thrombosis of the graft. 


Journal of Urology, Baltimore 


69:193-324 (Feb.) 1953. Partial Index 


Solitary Renal Cysts. C. H. deT. Shivers and H. D. Axilrod.—p. 193. 

Arteriovenous Fistula of Renal Vessels: Case Report and Review of 
Literature. G. R. Hamilton, R. J. Getz and S. Jerome.—p. 203. 

Experiences with Pyeloplasty. C. Eberhart and C. Rieser.—p. 208. 

Ureteral Management Following Removal of Bladder and Lower Bowel 
for Carcinoma. L. E. McCrea.—p. 217. 

Idiopathic Segmental Ureteral Ectasia in Congenital Solitary Kidney. 
J. A. Lazarus and M. W. Ricci.—p 222. 

Primary Uretcral Tumors. M. R. Keen.—p. 231. 

Primary Ureteral Tumors with Review of Literature Since 1943. F. L. 
Senger and C. A. Furey Jr.—p. 243. 

Anticholinergic (Banthine) Influences on Normal and Neurogenic Bladder 
Function. L. W. Keizur and C. V. Hodges.—p. 259. 

Bladder Tumor in Children: Report of Three Cases. R. De Surra Canard 
and J. E. Rivarola.—p. 272. 

Inguinal! Hernia and Bladder Diverticulum. P. L. Scardino and T. E. 
Upson.—p. 282. 

The Nesbit Sign. R. K. Ratliff.—p. 284. 

Malignant Melanoma Which Had Its First Clinical Manifestations in 
Prostate Gland. N. E. Berry and L. Reese.—p. 286. 

Diverticulum of Male Urethra. E. N. Khoury.—p. 291. 

Clinical Prognosis in Testicular Tumors: Analysis of 48 Cases. H. T. 
Thompson.—p. 299. 

Endothelioma of Penis: Case Report. W. D. Cornwall and L. Whitaker. 
—p. 307. 

Distortion of Pyelogram by Extrarenal Lesion: Liver Abscess Distortion 
of Pyelogram. T. M. Yates.—p. 309. 

Urinary Infections: Clinical and Bacteriological Cure with Terramycin. 
H. M. Trafton and H. E. Lind.—p. 315. 


Missouri Medicine, St. Louis 
50:81-160 (Feb.) 1953 


Trigeminal Neuralgia: Surgical Decompression of Gasserian Ganglion and 
Posterior Root of Trigeminal Nerve in Treatment. R. D. Woolsey and 
J. L. K. Tsang.—p. 99. 

Differential Diagnosis of Chest Pain. M. G. Berry.—p. 102. 

Carbon Tetrachloride Poisoning. H. K. B. Allebach and W. R. McPhee. 
—p. 106. 

Pancreatic Insufficiency, T. L. Bryan, M. A. Casberg and W. A. Knight 
Jr.—p 115. 

Double Rupture of Atrial Wall. S. L. Goldman and M. Bernreiter. 
—p. 125. 
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Acta Chirurgica Belgica, Brussels 
§2:1-92 (Jan.) 1953. Partial Index 


*Clinicak Results, Indications, and Complications of Ligation of Inferior 
Vena Cava in Cardiac Decompensation. W. Cloetens, D. De Mey and 
P. Wiringen.—p. 25. 

Chronic Nonspecific Suppurative Pneumonia (Kershner-Adams Syndrome). 
P, Desaive and G. Leroux.—p. 38. 
A Useful Procedure: The Noble Operation. A. Van Wien.—p. 50. 


Ligation of Inferior Vena Cava in Cardiac Decompensation. 
—Ligation of the inferior vena cava combined with section 
of the right lumbar sympathetic nerve benefited 8 of 10 
patients with cardiac decompensation. Pulmonary and hepatic 
stasis and peripheral edema and ascites disappeared or were 
reduced. Marked improvement in response to medical therapy, 
so that digitalis and diuretics recovered the efficacy they had 
lost before the operation, was constant and was apparently 
related to improved renal function, demonstrated by Van 
Slyke’s urea clearance test. Rapid development of collateral 
venous circulation following ligation of the inferior vena cava 
probably reduces ascites by drawing the blood to the azygos 
system and facilitating resorption of the intra-abdominal trans- 
udate. Ligation of the inferior vena cava is indicated primarily 
for relief of the right side of the heart in decompensated 
patients who can no longer be helped by medical treatment. 
Edema is not an absolute contraindication except when it is 
caused by an initial right ventricular insufficiency of the cor 
pulmonale type, in which case Starling’s law is rendered in- 
effective by the dilation of the right chambers. The indications 
for the procedure may well be extended to include chronic 
cardiac insufficiency, which, even though fairly well tolerated, can 
be expected to benefit from ligation of the inferior vena cava 
when renal function begins to decline as the heart condition 
deteriorates. Section of the right lumbar sympathetic nerve, 
which presents no difficulty because the nerve is always 
accessible during the operation, increases the effectiveness of 
the procedure by retarding the return of the circulation to the 
heart. The psychological preparation of the patient is very 
important; phenobarbital (Luminal) or morphine, either alone 
or in combination, should be given for several days before the 
operation to produce a genuine state of euphoria. Two patients 
with long-standing heart disease who were in a state of anxiety 
amounting almost to panic before the intervention died as a 
result of shock; the other eight are alive and much improved. 
Complications (increase in blood urea with agitation and dis- 
orientation, transient auricular fibrillation, or benign phlebitis) 
were not severe and were rapidly corrected with appropriate 
treatment. 


Annals of Physical Medicine, London 
1:151-190 (Jan.) 1953 


*Critical Evaluation of Treatment of Traumatic Effusions of Knee. J. B. 
Millard and C. B. W. Parry.—p. 156. 

Strain-Gauge Dynamometer for Measuring the Strength of Muscle Con- 
traction and for Re-Educating Muscles. H. D. Darcus.—p. 163. 

Postural Function of Popliteus Muscle. C. H. Barnett and A. T. Richard- 
son.—p. 177. 

Mid-Tarsal Arthropathy Associated with Diabetes Mellitus. D. C. Arnott 
and E. G. Redman.—p. 180. 

Syringomyelia Misdiagnosed as Rheumatoid Arthritis. W. Tegner.—p. 182. 


Treatment of Traumatic Effusions of Knee.—Effusion into 
the knee-joint, which frequently follows arthrotomy, may sub- 
side in a few days, but in a high proportion of cases it recurs 
when aetive flexion of the knee is started. If the effusion per- 
sists longer than a few weeks, the articular ligaments become 
permanently stretched, gross wasting of the quadriceps muscle 
occurs, and full movements of the joint may never be re- 
gained. An investigation was carried out in 260 patients with 
traumatic effusions of the knee to discover the treatment of 
choice in accelerating the disappearance of an effusion. In 
95% of cases the effusion followed meniscectomy, and in 5% 
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was a simple nonoperative traumatic effusion. All Patients 
were given remedial quadriceps exercises at an Air Force 
Medical Rehabilitation Unit; in addition, five different treat. 
ments were investigated. The average time required for the 
disappearance of the effusion was 23.3 days, with CXETCises 
alone, 23 days with a crépe bandage, 24.8 days with Constant. 
current galvanism, 10.3 days with immobilization in back 
splint alone, 14.2 days with back splint and anodal galvanism 
and 9.4 days with rest in bed and immobilization in a back 
splint. It is concluded that the use of crépe bandages alone 
or of galvanism (either “through and through” technique o; 
anodal galvanism) has no place in the treatment of knee effy. 
sions. The method of choice was found to be complete and 
continuous immobilization of the knee in a back splint and 
bandage with intensive static quadriceps exercises. The results 
further suggest that rest in bed is not necessary to accelerate 
the disappearance of a knee effusion. 


Archives of Disease in Childhood, London 
28:1-80 (Feb.) 1953. Partial Index 


Remnants of Vitello-Intestinal Duct: Clinical Analysis of 88 Cases 
J. Aitken.—p. 1. 

Chondrodystrophy with Ectodermal Defects. E. J. Gallagher, M. E 
MacGregor and M. Israelski.—p. 14. 

Typhoid Osteitis in Infancy. H. Jackson, I. Kessel, S. N. Javett and 
P. Kushlick.—p. 19. 

Case of Osteomyelitis of All Small Bones of Hands and Feet. M. D 
Baber.—p. 24. 

Accidental Poisoning of Young Children. D. Swinscow.—p. 26. 

Sensitivity to Antibiotics of Strains of Bact. Coli Associated with Ip. 
fantile Gastro-Enteritis. J. Smith and W. H. Galloway.—p. 30. 

Killed Anti-Tuberculosis Vaccine and Hyaluronidase (Diffusing Vaccine), 
G. Salvioli—p. 36. 

Haemangioendothelioma of Liver Simulating Congenital Heart Disease in 
Infant. C. B. Levick and J. Rubie.—p. 49. 

*Treatment of Schoenlein-Henoch Syndrome with Adrenocorticotrophic 
Hormone (A.C.T.H.) and Cortisone. M. G. Philpott and J. N. Briggs 
—p. 57. 

Urinary Excretion of Histamine in Children. H. M. Adam and R. G 
Mitchell.—p. 61. 

Absorption of Chloramphenicol in the Newborn. D. O’Brien.—p. 66. 

Diagnostic Pneumoperitoneum. J. Rubie.—p. 69. 


Corticotropin and Cortisone in the Schoenlein-Henoch Syn- 
drome.—Since a relationship seems to exist between the 
Schoenlein-Henoch syndrome and diseases such as acute ne- 
phritis, rheumatic fever and polyarteritis nodosa, Philpott and 
Briggs decided to try corticotropin and cortisone in the treat- 
ment of Schoenlein-Henoch syndrome. They describe obser- 
vations on nine children with the Schoenlein-Henoch syn- 
drome, six of whom were given only corticotropin, two first 
corticotropin and then cortisone, and one only cortisone. The 
potency of the hormones was judged by the response of the 
circulating eosinophils and seems to have been adequate in 
most cases. The general condition improved rapidly in some 
and slowly in other cases, but similar improvement has been 
known to occur spontaneously. The hormone treatment did 
not prevent relapses. Skin manifestations recurred in eight 
cases. Nephritis developed in three patients in whom it had 
been absent before treatment; neither did the hormones have 
any effect on the course of existing nephritis. The authors 
conclude that corticotropin and cortisone were of no value 
in treating the Schoenlein-Henoch syndrome. Their use should 
probably be considered only in cases with a severe constitu- 
tional disturbance. 


British Journal of Ophthalmology, London 


37:129-192 (March) 1953. Partial Index 


Central Areolar Choroidal Sclerosis. A. Sorsby and R. P. Crick.—p. 129 
Spectral Sensitivity Curves and Absorption of Light by Ocular Media 

R. A. Weale.—p. 148. a 
Ocular Reaction to Lens Protein: Preliminary Study. F. W. Law.—P 15 
Quantitative Study of Visual After-Images. C. A. Padgham.—p. 165. 
Mandibulo-Facial Dysostosis. A. H. Briggs.—p. 171. 


Scleral Resection—Lamellar or Penetrating? C. D. Shapland.—p. 177. 
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British Journal of Surgery, Bristol 


*The Burnt Foot. P. S. London.—p. 293. 

Intussusception of Vermiform Appendix with Report of Seven Cases in 
Children. I. Forshall.—p. 305. 

Spontaneous Perforation of Oesophagus. J. Y. W. Russell.—p. 312. 

Spontaneous Subarachnoid Haemorrhage: Surgical Challenge. H. R. I. 
Wolfe.—P. 319. : 

Pneumomediastinum and Pneumothorax Following Block Dissection of 
Neck. D. Aiken and H. F. Smith.—p. 325. 

Primary Retroperitoneal Tumours. J. P. Herdman.—p. 331. 

Colles’s Fracture: Survey of End-Results. M. L. Mason.—p. 340. 

Familial Fibromatosis of Small Intestine. H. Hashemian.—p. 346. 

Jejunal Diverticulosis: Some Clinical Aspects. J. H. C. Phillips.—p. 350. 

Case of Primary Carcinoma of Jejunum. A. M. Thomas and L. S. A. 
Boothroyd.—p. 355. 

Malignant Cutaneous Melanoma: Review. R. B. Wright, D. H. Clark and 
J. A. Milne.—p. 360. 

Intracranial Neoplastic Diseases of Childhood: Description of Their 
Natural History Based on Clinico-Pathological Study of 129 Cases. 
M. Bodian and D. Lawson.—p. 368. 

Portal Venography by Intrasplenic Injection. R. M. Walker, J. H. 
Middlemiss and E. M. Nanson.—p. 392. 


The Burned Foot.—This paper describes observations on 301 
burned feet and their management. There were 247 patients 
(180 males and 67 females). About half of the patients, that 
is. 119 men (131 burned feet) and 3 women (4 burned feet) 
sustained their burns while at work. Eighty-eight of the 125 
persons who sustained domestic burns were scalded with hot 
water or tea and 5 with gravy or hot fat. Grafting was em- 
ployed on 187 of the burned feet: in 61 on the day of burn- 
ing, in 27 from 1 to 7 days after, and in 99 more than a week 
after the burn was sustained. Repeated grafting operations 
were required in 39 of the 187 feet. The authors stress that 
the best treatment for totally destroyed skin is excision and 
grafting within a few hours of burning. All the surviving 68 
patients who did not require grafting made full recoveries. 
Of 174 patients who had grafts on one or both feet, 155 
recovered fully and 15 made satisfactory recoveries. Only four 
obtained poor results. Two were boys with badly burned feet, 
one was an arthritic elderly man, and the fourth was a heavy 
woman with varicose veins and gravitational edema. The value 
of primary excision and grafting of totally destroyed skin was 
confirmed, and the suitability of thin split-skin grafts for the 
replacement of burned skin on all parts of the foot, including 
its weight-bearing surfaces, was established. 


Canadian Medical Association Journal, Montreal 


68:205-318 (March) 1953 


Mental Hygiene in Health Unit. H. Siemens.—p. 205. 

The General Practitioner and Emotional Disturbances. M. Lattey.—p. 209. 

Recent Advances in Dermatology. G. M. Lewis.—p. 212. 

Mycotic Aneurysm of Abdominal Aorta Complicating Subacute Bacterial 
Endocarditis. L. D. Wilcox and J. H. Fisher.—p. 217. 

Hydrogenated Ergot Alkaloids in Treatment of Intermittent Claudication. 
J.C. Luke and B. N. Marien.—p. 221. 

‘Gold Therapy in Rheumatoid Arthritis in Private Practice. T. E. Nugent, 
F. W. Nugent and F. B. O’Neil.—p. 225. 

Cardiac Standstill. G. Murray.—p. 227. 

Oulbreak of Tuberculosis in Community. G. E. Maddison and C. C. 
Baird.—p. 231. 

Leukaemia and Pregnancy. L. J. Harris.—p. 234. 

Idiopathic Pericarditis. E. G. Cross and W. B. Charles.—p. 237. 

Proctosigmoidoscopy for Family Physician. F. B. Bowman.—p. 244. 

Pheochromocytoma; An Alternative Surgical Approach. D. H. Barnbrook. 
—p. 245, 

Problem of Haemorrhage from Duodenal and Gastric Ulcer. W. A. 
McEImoyle.—p. 247. 

Acute Appendicitis and Appendicular Peritonitis. J. Lavoie and R. Fortin. 
—p. 251. 

Essential Haematuria. A. Strasberg and R. Courteau.—p. 253. 

*“Periarthritis” of Shoulder and Coronary Disease. H. S. Robinson, J. C, 
Colbeck and A. W. Bagnall.—p. 256. 

Plasma Augmenters in Clinical Surgery. R. F. Ohlke and J. J. Scales. 
—p. 260. 

An Investigation of Three Techniques of Perforating Keratoplasty. H. W. 
Laws.—p, 262. 

Defence Research Medical Laboratories: Their Character and Oppor- 
tunities. M. G. Whillans.—p. 265. 

Thrombocytopenic Purpura Complicating Infectious Mononucleosis. R. 
Volpe, B. B. Sparks and L. S. Mautner.—p. 269. 

Treatment of Bladder Neck Obstruction. W. E. Collins.—p. 272. 


Gold Therapy in Rheumatoid Arthritis—After having tried 
the various treatments that were recommended for rheumatoid 
arthritis since 1936, including bee venom, vaccine, hormone 
therapy, massive doses of vitamins, gold therapy and corti- 
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sone, the authors of this paper are now returning to gold 
therapy as the most effective treatment. Of 29 patients in 
whom they used gold sodium thiomalate (Myochrysine), 17 had 
remissions, 9 showed improvement and in 3 the treatment 
failed. Toxic reactions, in the form of eruptions of the skin 
and mucous membranes, occurred in two of the cases. They 
feel that the diagnosis of rheumatoid arthritis is established 
if a patient presents a progressive polyarthritis with muscle 
wasting and periarticular thickening. Subcutaneous nodules and 
marked small joint crippling complete the picture. With these 
findings, a fast sedimentation rate corroborates the diagnosis. 
Treatment is withheld in nephritis, in liver damage, and in preg- 
nancy. The “burnt-out arthritic” should not be treated, i. e., 
the anemic polyarthritic patient who has lived with his arthritis 
for decades and whose sedimentation rate is normal. This is 
the type of case in which gold is highly toxic and ineffective. 
The gold preparation is injected weekly in 50 mg. doses, (first 
two doses 25 mg.) until a total of 1,000 mg. has been ad- 
ministered. After that, the injections are given monthly in 50 
mg. doses. 


Periarthritis of Shoulder and Coronary Disease.—The etiology 
of painful, stiff or frozen shoulder is often obscure, but numer- 
ous authors have noted the frequent association of shoulder 
disability with severe coronary disease. After citing some 
literature reports on this problem, Robinson and associates 
say that in 35 routine autopsies in which the subacromial 
bursa and biceps tendon sheath were examined, 6 cases of 
severe coronary disease were included. Four of these patients 
with coronary disease showed lesions in the subacromial bursa 
and two of these in the biceps sheath as well. The only other 
individual showing significant lesions in the shoulder region 
had chronic rheumatoid arthritis with bursal involvement. 


Deutsche medizinische Wochenschrift, Stuttgart 
78:3 17-356 (March 6) 1953. Partial Index 


Segmental Resection in Pulmonary Tuberculosis. E. Derra and H. Rink. 
—p. 317. 

Cleavage of Procaine Hydrochloride by Serum Esterase; Clinical Study. 
G. Taubmann and E. Tresser.—p. 320. 

Effect of Ganglion-Blocking Agents on Circulation; Preoperative Recog- 
nition of Patients who are Threatened by “Controlled Hypotension.” 
R. Wenger, D. Doneff and E. Vyslonzil.—p. 322. 

*Treatment of 100 Patients with Acute Hematogenous Osteomyelitis with 
Penicillin. H. Wask6nig.—p. 327. 


Penicillin in Acute Hematogenous Osteomyelitis—Since 1947, 
when penicillin became available in sufficient amounts in Ger- 
many, 100 patients with acute hematogenous osteomyelitis 
have been treated with this antibiotic. Of these 100 patients, 
84 had an abscess on admission and puncture was made im- 
mediately. In the early days of penicillin therapy puncture 
was followed by a local injection of 25,000 units of penicillin, 
but the last 42 patients were given local injection of 100,000 
to 200,000 units; simultaneous parenteral administration of 
the antibiotic was carried out in doses of 400,000 to 800,000 
units daily, with an average total dose of 13,500,000 units, 
but in individual cases doses of even 30,000,000 to 36,000,000 
units were given. The involved part of the body was immobil- 
ized with a fenestrated plaster of paris cast. Roentgenologic 
examination of the 100 patients within the first days of their 
disease revealed bone changes in 21. After treatment with 
penicillin, the dose of which (700,000 to 1,600,000 units) appar- 
ently was not sufficient in six patients, sequestrums were dem- 
onstrated roentgenographically in 10 and cavity formation and 
destruction of bone respectively in 8. Of the 79 patients who 
did not show any bone changes on the first roentgenologic 
examination, 6 showed formation of sequestrums on the final 
roentgenologic examination; in two of the six the sequestrum 
again became part of the bone, while destruction of the bone 
resulted in the remaining four. Before penicillin was available 
for treatment, the mortality rate for acute hematogenous osteo- 
myelitis varied from 10 to 28%. Not a single death occurred 
among the 100 patients treated with penicillin. Purulent in- 
volvement of joints made the prognosis of acute hematogenous 
osteomyelitis unfavorable before penicillin therapy was prac- 
ticed. Of the author’s 100 patients, 22 had involvement of 
joints, but stiffening of the joint resulted in only 1 patient. 
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Recurrences were observed in seven patients, all of whom had 
not yet received the large doses of penicillin that were em- 
ployed later on. A complete cure was obtained by sequestrec- 
tomy combined with penicillin therapy in five and by peni- 
cillin therapy alone in two. The results of treatment thus 
have been improved considerably when compared with those 
of the prepenicillin era. Early institution of local and parenteral 
treatment in addition to sufficiently high doses and immobili- 
zation seems to warrant success. Despite the highly satisfac- 
tory results of conservative management, patients with acute 
hematogenous osteomyelitis always should be treated at the 
surgical department because of the great risk associated with 
this disease, but primary surgical treatment seems to be indi- 
cated only in cases of penicillin-resistant pathogenic agents and 
in patients with a highly toxic form of the disease. 


Journal Obst. & Gynaec. Brit. Empire, Manchester 


60:1-140 (Feb.) 1953. Partial Index 


Modern Treatment for Vesicovaginal Fistula. A. H. Aldridge.—p. 1. 

Causes and Prevention of Stillbirths and First Week Deaths: II. Evi- 
dence from Aberdeen Clinical Records. D. Baird, A. M. Thomson and 
E. H. L. Duncan.—p. 17. 

Case of Uniovular Quadruplets. W. N. Searle and F. Denny.—p. 31. 

Premature Rupture of Membranes. M. P. Embrey.—p. 37. 

Face and Brow Presentation. N. Morris.—p. 44. 

Acute Intestinal Obstruction Complicating Pregnancy: Report of Two 
Cases. A. H. Baker, J. Barnes and U. G. Lister.—p. 52. 

Pregnancy in Addison’s Disease. C. F. Rolland, J. D. Matthews and 
G. D. Matthew.—p. 57. 

Growth of Foetal Head in Last Weeks of Pregnancy. I. Macdonald. 
—p. 61. 

Male Factor in Human Sterility. B. Sandler.—p. 67. 

Prevention of Eclampsia: Australasian Experiment. B. Dawson.—p. 80. 

Sarcoma Boytryoides of Cervix with Two Case Reports. M. Dunster and 
D. Bennett.—p. 85. 


Klinische Wochenschrift, Berlin 
31:97-144 (Feb. 1) 1953. Partial Index 


Exclusion of Heart Sensitivity by Local Anesthetics in Cardiac Surgery. 
H. F. Zipf.—p. 97. 

Problem of Constitutional Granulation Anomalies of Leukocytes in Their 
Relation to Enchondral Dysostosis. O. Ullrich and H.-R. Wiedemann. 
—p. 107. 

*Preliminary Results of Experimental Investigations on the Myasthenic 
Syndrome. A. Stuppler.—p. 115. 

Fundamentals of Normal Electroencephalogram During Childhood. R. 
Garsche.—p. 118. 

Disturbances in Digestion and Resorption of Iron as Pathogenetic Factors 
in Essential Hypochromic Anemia. F. Thedering Jr. and R. Beck. 
—p. 127. 


Studies on the Myasthenic Syndrome.—Stuppler reviews clini- 
cal and experimental observations that he made in the course 
of two years on 22 patients with myasthenia. The etiological 
interpretation of myasthenia has taken two directions: (1) the 
acetylcholine theory of Torda and Wolff and (2) the theory 
suggested by Wilson and Stoner, which assumes the presence 
in the blood of some substance that blocks the neuromuscular 
transmission. Stuppler cites factors that speak against the 
acetylcholine theory and for the appearance of so-called block- 
ade substances, and he feels that his own investigations sug- 
gest the following interpretation: as a result of the appearance 
of specific blocking substances after muscular exertion, the 
neuromuscular transmission becomes more difficult in myas- 
thenia gravis pseudoparalytica; the potential of the end-plate 
decreases, and it no longer reaches the threshold value re- 
quired to release the action potential in case of complete 
blockage. There are various degrees: there may be only slight 
disturbances, which cause only a moderate decrease in the 
peak potential. In case of higher concentrations of the block- 
ing substance, the diphasic muscular potential may almost 
completely disappear, as a manifestation of only a localized 
stimulus, the end-plate current, and finally there may be com- 
plete muscle paralysis resembling that produced by curare. 
Attempts at inactivation suggest that the blocking substance 
is of enzyme character and that ionic shifts can be excluded 
as a determining factor. In addition to this purely neuro- 
muscular mechanism, Stuppler assumes an additional muscular 
effect on the marginal phase 2, the myogenic base-plate. In 
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denervated dogs he was able to still obtain weakened myas- 
thenic effect, and in this way he was able to exclude for ex. 
perimental purposes the end-plate effect, which doubtlessly 
predominates in the pathophysiological process. The fact that 
prostigmine has a demonstrable effect on the denervated muscle 
(a fact which was demonstrated by Ricker and Westcoe, x 
well as by Stuppler’s own unpublished experiments) appears 
to corroborate this assumption. The therapeutic effect of pro. 
stigmine on myasthenia gravis therefore seems to be twofold: 
as a ferment it exerts an inhibiting influence on the cholin- 
esterase metabolism, but it also stimulates the metabolism 
of the contractile element itself. 


Lancet, London 


1:403-450 (Feb. 28) 1953 
Sympathectomy in Treatment of Hypertension: Review of 122 Cases 
D. M. Morrissey, V. S. Brookes and W. T. Cooke.—p. 403. 

*Temporal Arteritis and its Treatment with Cortisone and A.C.T.H 
A. G. W. Whitfield, W. T. Cooke, P. Jameson-Evans and ( Rudd 
—p. 408. 

*Controlled Hypotension in Neurosurgery: with Special Reference to Hypo- 
tension Induced by Pneumatic Suction Applied to Legs. A James. 
R. L. Coulter and J. W. Saunders.—p. 412. 

Clinical Tests Relating to Mental Activity in Infancy. E. Collis.— p. 416, 

Spontaneous Rupture of Proximal Jejunal Loop as Late Complication of 
Gastrectomy. F. Smith.—p. 421. 

Universal Oronasal Pressure Oxygen Mask. A. B. Goorney.—p. 422. 

Isopropyl Alcohol as Substitute for Ethyl Alcohol in Certain Biochemical 
Tests. J. W. Keyser and P. G. Sanders.—p. 422. 


Treatment of Temporal Arteritis with Cortisone and Cortico- 
tropin.—Temporal arteritis is part of a generalized vascular 
disease of unknown etiology occurring only during the de- 
generative period of life. Severe headache is a constant feature 
of the disease, often persisting for weeks and preventing sleep. 
It is commonly confined to the areas of the temporal and 
occipital arteries, and the scalp may be so tender that masti- 
cation and the pressure of the head on a pillow are painful. 
Ocular involvement is common, having been reported in from 
33 to 55% of cases, and may cause partial or total blind- 
ness. Treatment was formerly limited to section of the affected 
artery, but cortisone and corticotropin have lately been used 
with favorable results by several workers. Twelve patients, 
aged 66 to 83 years, with unequivocal temporal arteritis, in 
10 of whom the vision was affected, have been treated by 
the authors with cortisone (orally or intramuscularly) or cor- 
ticotropin (intramuscularly or intravenously) during the last 
18 months. Pyrexia, head pains, and arterial tenderness sub- 
sided rapidly, appetite improved, and in some cases apathy 
and misery were replaced by alertness and cheerfulness. Main- 
tenance therapy is needed until the disease reaches its natural 
end; premature cessation of treatment is followed by the return 
of symptoms. Total blindness and long-standing partial loss 
of vision were not altered by cortisone or corticotropin, but 
partial loss of vision that had occurred not more than 10 
days before in five patients was somewhat improved. The chief 
value of the treatment im such cases is probably to safeguard 
any remaining vision. 


Controlled Hypotension in Neurosurgery.—Induced hypoten- 
sion was used to reduce bleeding and intracranial tension in 
150 neurosurgical operations. The hypotension was induced 
by hexamethonium bromide plus, in 50 cases, controlled 
pneumatic suction applied to the legs and, in 100, posture 
change. Comparison of the results obtained in these cases with 
those obtained in 150 others without induced reduction in blood 
pressure shows that controlled hypotension, especially when 
administration of hexamethonium bromide is accompanied by 
negative pressure applied to the legs, leads to decreased mor- 
tality, decreased need for transfusions, and a slightly shorter 
duration of anesthesia. The suction technique makes it possible 
to produce adequate hypotension with an average tilt to the 
table of only 5 degrees, and once the blood pressure has been 
reduced to the desired level, further doses of hexamethonium 
bromide are usually unnecessary. The result may be considered 
satisfactory when bleeding is minimal or slight. A fall in intra- 
cranial tension almost always accompanies the fall in arterial 
pressure. The suction technique can be used to keep the blood 
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pressure at any desired level over a wide range or to vary it 
for specific purposes. Reduced suction, for instance, will per- 
mit the blood pressure to rise temporarily so that the surgeon 
can determine the adequacy of the hemostasis. Injurious ex- 
tremes of hypotension can be avoided by making frequent 
determinations of the blood pressure. The effect of hypotension 
on patients with coronary damage is not yet clear; con- 
sequently, electrocardiograms should be made during the opera- 
tion in doubtful cases. The danger of cerebral anoxia is largely 
avoided by the fact that the patient’s position can be kept 
nearly horizontal. There were 10 deaths among the patients in 
whom hypotension was induced, as compared with 24 in the 
control group. The smaller death rate in the first group was 
ascribed to improved surgical treatment made possible by the 
decreased bleeding and lowered intracranial pressure resulting 
from the hypotension. 


Medical Journal of Australia, Sydney 


1:169-208 (Feb. 7) 1953 


History, Hypothesis, and the Heart. H. R. Love.—p. 169. 

Rectal Administration of Sodium Thiopentone to Children. I. H. McDon- 
ald—p. 174. 

Isonicotinic Acid Hydrazide in Treatment of Pulmonary Tuberculosis. 
A. J. Proust, E. G. Beacham and H. S. Allen.—p. 179. 

*Convalescent Rubella Gamma Globulin as Possible Prophylactic Against 
Rubella. S. G. Anderson and H. McLorinan.—p. 182. 


Convalescent Rubella Gamma Globulin for Prophylaxis.— 
Convalescent rubella gamma globulin has been available for 
several years to medical practitioners in Victoria. This paper 
reviews Observations in three clinical trials. The globulin was 
given intramuscularly in doses of 2 to 4 cc. as soon as possible 
after exposure to the virus, but not later than 72 hours after 
such exposure. The first study had been reported in part in 
1950, but the absence of a control series was a weakness. 
Furthermore, before any final assessment of the protective 
value of the serum was possible, it seemed necessary to con- 
sider the following factors: 1. Was the primary case really 
rubella? 2. Was the exposed pregnant woman immune from 
a previous unrecognized or forgotten attack? 3. Was the dura- 
tion and intensity of the contact sufficient to have produced 
rubella if gamma globulin had not been administered? Taking 
together the cases reviewed by McLorinan in 1950 and those 
observed since that time, 424 women exposed to rubella re- 
ceived 2 cc. of convalescent rubella gamma globulin by 
intramuscular injection. Five developed rubella. Similarly, of 
388 who received 4 cc. of gamma globulin, four developed 
rubella. Thus 9 women had rubella of 812 who were said to 
have been exposed to the disease and who were given gamma 
globulin. In the second study globulin was administered to 
15 of 24 volunteers who had been artificially infected with 
rubella virus. Under these conditions the globulin appeared 
to afford no protection. In the third study globulin was used 
in a controlled study of a natural epidemic of rubella. The 
results were consistent with partial protection, but the figures 
were not statistically significant. 


Minerva Ginecologica, Turin 
§:1-56 (Jan. 15) 1953. Partial Index 


Transperitoneal Puncture of Amnion and Its Possibilities in Clinical In- 
vestigation. P, N. Siliquini.—p. 4. 

Eosinophilia in Secretions and in Tissues as Expression of Disturbed 
Reactivity. D. Cazzola.—p. 11. 

*Adrenal Cortex Response to Minor Hormonal Stress Before Laparotomy. 
G, Massone.—p. 15. 


Thorn’s Test with Extract of Posterior Lobe of Hypophysis. 
—Corticotropin is the drug of choice in performing Thorn’s 
lest but, because of its high cost, Italian physicians have sub- 
stituted epinephrine for it. The results with this drug, however, 
are not always reliable, and in doubtful instances the test has 
0 be repeated with corticotropin. Recently the author has 
used an extract of the posterior lobe of the hypophysis that 
stimulates the adrenal cortex indirectly through the hypo- 
physeal-diencephalic system. Thorn’s test performed preopera- 
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tively in surgical patients acts like a trial stress on the organism 
and from the patient’s hematological and metabolic reaction 
to it, it is possible to foretell how he will resist and react to 
the greater stress of the intervention. The author compared 
the results obtained with corticotropin, epinephrine, and the 
posterior pituitary hormone (Postipofisi) in 32 patients who 
were to undergo laparotomy because of gynecological lesions. 
Thorn’s test was performed on successive days using a differ- 
ent drug each day. Doses used were 24 mg. of corticotropin, 
0.3 mg. of epinephrine in a 1:1,000 solution, and 10 units of 
posterior pituitary hormone. All drugs were given subcutane- 
ously. In 11 patients who were in good general condition and 
who showed no evidence of adrenal dysfunction, the test with 
corticotropin and posterior pituitary hormone indicated normal 
adrenal cortical function, whereas the test with epinephrine 
showed hypofunction in four of these patients. In 12 of the 
remaining 21 patients who were in poor general condition the 
test with epinephrine indicated hypofunction of the adrenal 
cortex, while the test- with corticotropin and posterior pituitary 
extract indicated hypofunction in only 9. Seven of these nine 
patients proved to have neoplastic lesions. In all of these pa- 
tients the ratio between the urinary uric acid and creatinine 
confirmed the blood findings. On the basis of these results, the 
author advocates the use of this extract of the posterior lobe 
of the hypophysis rather than epinephrine in Thorn’s test. 


Minerva Medica, Turin 


44:295-330 (Feb. 7) 1953. Partial Index 


*Duodenal Secretin in Therapy. G. Labé and G. Lenzi.—p. 295. 

Massive Doses of Sodium Succinate in Therapy of Muitiple Sclerosis: 
One Year of Clinical Experience. M. Ferraris and G. Menduni.—p. 303. 

Pyridoxine and Adrenal Cortex Extract in Pediatrics. C. Torricelli and 
F. M. Longa.—p. 312. 

Medical Treatment of Multiple Pulmonary Abscesses by Means of New 
Ester of Penicillin with an Elective Pulmonary Concentration. I. 
De Gennaro.—p. 317. 


Secretin in Patients with Gastrointestinal Diseases.— The 
authors report on the results with secretin in the treatment 
of patients with diseases of the stomach, duodenum, pan- 
creas, and biliary system. A dose of 8 mg., which after the 
first improvement was reduced to 4 mg., was given to the 
patients in two intramuscular injections before the main meals 
every day for 20 to 30 days. The results were good in 11 
patients with chronic gastritis and satisfying in 8 with gastro- 
duodenitis; dyspepsia decreased and sometimes disappeared; 
gastrointestinal function was restored to normal; and head- 
ache, when present, disappeared. This hormone was especially 
helpful in patients with gastroduodenitis because it stimulated 
the pancreatic and biliary secretions, improved their circula- 
tion, and possibly had a direct action on the duodenum. Pa- 
tients with chronic pancreatitis and dyskinetic and inflamma- 
tory alterations of the gallbladder and bile ducts were also 
benefited by the hormone, which increased the production of 
bile, improved its circulation, decreased its viscosity and mucin 
content, and changed its pH. Improvement was also obtained 
in patients with atonic gallbladder diseases and biliary dys- 
kinesia secondary to cholelithiasis or cholecystectomy. Secretin 
decreased the number of painful attacks and improved the 
efficiency of digestion. In eight patients with catarrhal jaundice 
secretin was most effective during the phase of resolution in 
that it accelerated the normalization of the liver and elimi- 
nated the digestive irregularities that are frequent in this 
period. Good results were obtained in 13 patients with chronic 
and acute colitis and enterocolitis. The secondary manifesta- 
tions associated with hepatic and gastrointestinal disturbances 
disappeared quickly in all these patients, and thus the primary 
disturbance was improved. Urticaria disappeared in 7 of 16 
patients who received the hormone, and there was slight im- 
provement in two of seven patients with eczema. There were 
no signs of intolerance to the hormone. The patient’s re- 
activity to secretin should be tested during the first days of 
treatment by using small doses (1 to 2 mg.) for the first in- 
jections. 
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Nordisk Medicin, Stockholm 


49:201-240 (Feb. 6) 1953. Partial Index 


*Méniére’s Syndrome and Its Treatment. L. Preber.—p. 201. 

Deafness and Deafmutism in Children with Special Reference to Rubella. 
B. Ivstam.—p. 208. 

Uremic Lung—Wet Lung? N. Alwall, A. Lundequist and O. Olesen. 
—p. 211. 

Left Auricular Calcification in Rheumatic Heart Disease. O. Mérstad. 
—p. 216. 

Hemolytic Anemia in Cancer of Stomach. H. Veflingstad.—p. 218. 


Méniére’s Syndrome and Its Treatment.—Auditory impairment, 
tinnitus, and paroxysmal vertigo are the symptoms of Méniére’s 
syndrome and are unaccompanied by organic nervous disorder 
or clinically demonstrable affection of the ear. The picture 
is dominated by the attacks of vertigo. The anatomic basis 
for the syndrome is thought to be increased labyrinthine pres- 
sure due to endolymphatic hydrops of the labyrinth. As the 
etiology of the labyrinthine hydrops is not clear the term 
“Méniére’s syndrome” is preferred. A vestibular lesion can be 
demonstrated objectively in patients with Méniére’s syndrome 
by quantitative rotation tests (cupulometry) and caloric stimu- 
lation according to Hallpike. Recruitment, pathognomic for a 
peripheral labyrinthine lesion, can readily be registered by 
audiometry. Conservative treatment is advantageous when the 
pathological changes in the labyrinth are reversible. At present 
it usually consists of restriction of salt and fluid intake and 
administration of ammonium chloride or of nicotinic acid and 
histamine according to Atkinson. Surgical treatment is indi- 
cated in incapacitating cases that have proved resistant to all 
forms of long-continued conservative treatment. Such cases 
are believed to make up from 10 to 20% of all cases of 
Méniére’s syndrome. In treatment of unilateral cases Preber 
advocates a labyrinth operation rather than intracranial inter- 
vention with neurotomy, as it is equally effective in relieving 
the vertigo and is a less serious intervention and without risk 
of postoperative complications. The operative technique is still 
to be found that will relieve both vertigo and tinnitus without 
injury to the hearing. In the ear clinic of the Sddersjukhus 
conservative treatment of 106 cases of Méniére’s syndrome 
gave improvement with regard to vertigo in 71%. In 29 cases 
surgical treatment was necessary. 


Philippine Medical Association Journal, Manila 
29:1-46 (Jan.) 1953 


Surgical Considerations in Nephrolithiasis. L. F. Torres Jr.—p. 1. 

Casarean Section Morbidity and Mortality at Philippine General Hospital 
1945-51. G. T. Aragon and H. Baja-Panlilio.—p. 6. 

Subtosan: A Weapon of the General Practitioners. A. A. Ramirez and 
L. A. Ramirez.—p. 12. 


Practitioner, London 


170:105-216 (Feb.) 1953. Partial Index 


Treatment of Burns. A. B. Wallace.—p. 109. 

Shock and Haemorrhage. R. Clarke.—p. 119. 

Abdominal Injuries. J. B. Oldham.—p. 126. 

Civilian Chest Injuries. R. Belsey.—p. 134. 

Injuries of the Spine and Pelvis. J. Charnley.—p. 142. 

Injuries of the Hand. J. B. Kinmonth.—p. 150. 

Surgery of Trauma: with Particular Reference to Atomic Warfare. 
H. Ogilvie.—p. 159. 

Use of Household Detergents and Their Dangers. G. Hodgson.—p. 166. 


Presse Médicale, Paris 
61:145-164 (Feb. 7) 1953. Partial Index 


*The Syndrome “Diaphragmatic Hernia or Diaphragmatic Eventration 
and Venous Thromboses.’’ C. Lian, F. Siguier and J.-J. Welti.—p. 145. 

Treatment of Venous Thromboses with Dicumarol Ethyl Acetate. P. 
Izarn.—p. 146. 

Aspiration Biopsy of Kidney. B. Saad.—p. 148. 


Diaphragmatic Hernia or Diaphragmatic Eventration and Ve- 
nous Thromboses.—Repeated and apparently spontaneous ve- 
nous thromboses in various parts of the body may be caused 
by diaphragmatic hernia of the stomach. Observation of four 
patients in whom venous thromboses accompanied diaphrag- 
matic hernia or diaphragmatic eventration confirmed the causal 
connection between these conditions and established the im- 
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portance of recognizing their coexistence as a new syndrome 
Repeated small hemorrhages from the gastric mueosa and the 
hypochromic anemia frequently accompanying diaphragmatic 
hernia probably lead to a defensive hypercoagulability, which 
in turn results in venous thromboses. Surgical correction of 
the hernia or eventration may be necessary in some cases 
but medical treatment should be tried first. Iron is the remeq, 
of choice, because it may correct both the anemia and the 
thromboses, which tend to appear during episodes of anemia. 
Prolonged anticoagulant treatment, which might result jp 
serious gastrointestinal hemorrhages, should not be given to 
patients with a history of repeated venous thromboses until the 
possibility of latent diaphragmatic hernia has been ruled oy 
by radiological and other examination. 


Semana Médica, Buenos Aires 
60:129-164 (Jan. 29) 1953. Partial Index 


Physiopathologic Treatment of Toxicosis in Infants. J. P. Garrahan and 
J. M. Albores.—p. 129. 

*Endometrial Carcinoma with Biopsy in Disagreement with Surgically 
Removed Specimen. R. Gandolfo Herrera.—p. 135. . 


Neurohypophysial Regulation of Diuresis by Changes of Environmental 
Temperature. A. E. Imbriano.—p. 142. 


Carcinoma of Endometrium.—There are in the literature more 
than 100 cases in which endometrial biopsy showed carcinoma 
but the surgically removed uterus did not show carcinoma. 
Two cases are reported by the author in married women at 
the menopausal age. Both had gynecologic complaints of 
several years’ duration. The uterus of the first woman, who 
had never conceived, had an increased volume (9 cm. at 
hysterometry) and its surface was irregular. The Clark test 
for cancer of the uterus gave positive results. A curettage 
biopsy was diagnosed as showing glandular cystic hyperplasia 
and a focus of adenocarcinoma. The uterus and both adnexae 
were removed. The uterus showed signs of deep curettage and 
intramural myoma, but there were no remnants of the car- 
cinomatous lesion. The second patient, who had four children, 
had a uterus of normal size. The neck of the uterus was held 
open by a protruding polypus, which slightly bled when 
touched with the forceps, came out with the forceps after a 
slight twisting and showed microscopically glandular hyper- 
plasia and neoplasia with spreading to the lymphatics. The 
patient refused hysterectomy. Both patients regained normal 
health as soon as menopausal disorders were over. They are 
well 13 and 6 years after the operation and biopsy, respec- 
tively. The author states that biopsy does not show the degree 
of penetration of endometrial carcinoma and diffusion of the 
disease to nearby organs. He believes it advisable to follow 
Kaufman’s classification of endometrial carcinoma, which in- 
cludes group O in which carcinoma is found in tissues taken 
by curettage but not in the surgically removed specimen; group 
1 in which carcinoma is restricted to the endometrium; group 2 
with penetration to the myometrium but without reaching the 
serosa; group 3 with spreading to adjacent organs; and group 
4 with extrapelvic metastases. The author concludes that a 
small early lesion of endometrial carcinoma can be entirely 
removed by biopsy. However, if surgery is resorted to, the 
rational treatment of the disease is radical removal of the 
internal genital organs. 


Tidsskrift for Den Norske Laegeforening, Oslo 
73:121-168 (Feb. 15) 1953. Partial Index 


Impressions from Poliomyelitis Epidemic in Copenhagen. I. Alvik, 
P. Berdal, O. Mellbye and others.—p. 121. 

*Malignant Tumors in Epipharynx. Review. K. Berg.—p. 128. 

Hydatid Cyst in Lung. K. Arnesen.—p. 132. 


Malignant Tumors in Epipharynx.—Berg says that many malig- 
nant tumors of the epipharynx are overlooked, but the fre- 
quency of these tumors is estimated to be between % and 1% 
of all cancers. They are characterized by polymorphic, vary- 
ing and often misleading symptoms. The clinical symptoms 
comprise local symptoms from the nasopharynx, due to growth 
of the tumor, symptoms from the ear, and symptoms of dif- 
ferent kinds from cranial nerves. Diagnosis is often difficult. 
The primary tumor may be insignificant in size and ovel- 
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shadowed by metastases and lesions of cranial nerves. Many 
of the patients are young, some of them children, and often 
the possibility of ‘malignant tumor is not considered. Inflam- 
mation of glands in the neck, paralysis of cranial nerves, espe- 
cially with paresis of eye muscles, or symptoms from the nerve 
group under the jugular foramen should call for the attention 
of an experienced rhinologist. Besides local examination with 
biopsy, examination of the regional lymph nodes, neurological 
examination, and roentgen examination should be routine pro- 
cedures. The treatment is fractionated, protracted radiotherapy 
by the Coutard technique, extending over many weeks. The 
result depends on early diagnosis, radiosensitivity, tendency to 
metastasis, Ways Of metastasis, and tendency to recurrence. 
Radiosensitivity is not synonymous with radiocurability. Lym- 
phosarcomas, reticulosarcomas, lymphoepitheliomas, _ transi- 
tional cell carcinomas, and the slightly differentiated carcin- 
omas all react well to roentgen treatment, but the prognosis 
is affected by the marked tendency to recurrence and to 
metastasis. Freedom from recurrence after five years’ control 
is reported in fully 20% of the cases in larger series. Recur- 
rences are more resistant to radiotherapy, the patient cannot 
tolerate adequate doses, and the final prognosis is extremely 
unfavorable because of spread and supervening cachexia. In 
the more infiltrating forms spread to the membranes of the 
brain with secondary infection there or massive carotid hemor- 
thages may be the terminal stage. 


South African Medical Journal, Cape Town 
27:73-92 (Jan. 24) 1953. Partial Index 


*Portacaval Shunt Operation with Special Reference to Use of Vein 
Grafts. P. Theron.—p. 73. 

Sclerema Neonatorum with Special Reference to Case Successfully 
Treated with ACTH. C. G. Williams.—p. 78. 

Cat-Scratch Disease: Non-Bacterial Regional Lymphadenitis or Benign 
Lympho-Reticulosis of Inoculation: Report of Case. A. E. Dreosti and 
J. F. Murray.—p. 81. 


Portacaval Shunt Operation with Vein Grafts.—Theron dis- 
cusses the operations in current use for cirrhosis of the liver, 
particularly the shunt procedures. The splenorenal technique 
seems indicated in extrahepatic block or in cases of Banti’s 
syndrome in which hypersplenism is of such degree as to 
necessitate splenectomy. However, in the great majority of 
patients with portal hypertension due to hepatic cirrhosis, 
portacaval anastomosis more effectively reduces portal pres- 
sure. The author feels that Blakemore’s more favorable results 
in comparison to other surgeons may be explained not so much 
by lesser technical ability of other surgeons but by the lack 
of adequate facilities for specialized investigation such as 
portal bed venography and measurement of liver blood flow 
and total circulating blood volume, together with detailed 
study of liver function and associated metabolic disturbances. 
Success in this operation is largely dependent on accurate 
selection of cases, and the routine tests of function frequently 
prove deficient, in that they fail to indicate liver damage 
constituting inoperability. Furthermore, inadequate preparation 
seems responsible for many operative deaths. The surgical 
technique recommended by Blakemore necessitates extensive 
mobilization of the portal vein, which is then divided and 
implanted into the inferior vena cava as an end-to-side anasto- 
mosis. More recently attempts have been made to create a 
Side-to-side shunt with the object of preserving continuity of 
the portal vein. This method is frequently impracticable. The 
Blakemore operation is also open to criticism on the grounds 
that it often fails to reduce portal pressure adequately. In an 
allempt to reduce the operative mortality and to increase the 
ficiency of the portacaval shunt, Theron used vein grafts 
4 a means of creating large “H” shunts between the two 
Veins. Since August, 1951, four such operations have been 
periormed with apparent success, in that the patency of the 
Vein grafts has been maintained. A transverse upper abdominal 
incision is used. Mobilization of the duodenum and pancreas 
restricted to a minimum. The free border of the portal 
vein is exposed sufficiently to allow the application of a South- 
Wick clamp. Usually, mobilization of a 1 in. (2.5 cm.) segment 
of vein is adequate. An opening is made in the portal vein 
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and anastomosis of the vein graft performed. Everting mattress 
sutures are used to ensure intimal apposition. Suture of the 
vein graft to the inferior vena cava is facilitated by a curved 
clamp so as to produce only partial occlusion of the recipient 
vessel. The restricted mobilization of portal vein made pos- 
sible by this technique reduces blood loss and operative haz- 
ard. The size of stoma is limited only by that of the vein 
graft. To date an autogenous graft of a segment of the super- 
ficial femoral vein has been employed, but now preserved seg- 
ments of vena cava are available, and it is possible to create 
a stoma with a diameter larger than that of the portal vein so 
as to allow for postoperative fibrous contracture. With use of 
a clamp of the Southwick type the portal vein is not com- 
pletely occluded during the anastomosis, thereby reducing the 
danger of subsequent mesenteric venous thrombosis. The con- 
tinuity of the portal vein is preserved, the liver is not com- 
pletely deprived of portal blood, and its regenerative powers 
are not unduly handicapped. 


Transactions Royal Soc. Trop. Med. and Hyg., London 


47:1-84 (Jan.) 1953. Partial Index 


Bilharziasis in South Persia. J. M. Watson.—p. 49. 

Diethylcarbamazine in Treatment of Onchocerciasis. J. C. L. Adams. 
—p. 66. 

*Poliomyelitis in Relation to Intramuscular Injections of Quinine and 
Other Drugs. W. F. Townsend-Coles and G. M. Findlay.—p. 77. 

The Periodicity of Microfilariae: III. Transfusion of Microfilariae into 
Clean Host. F. Hawking.—p. 82. 


Poliomyelitis in Relation to Intramuscular Injections.—Para- 
lytic poliomyelitis has been reported following intramuscular 
injections of a variety of substances. In children of the 
Northern Sudan, cases resembling paralytic poliomyelitis had 
been observed to follow injections of quinine. The injections, 
which had been given into the buttock, had been followed after 
an interval of a few days or weeks by paralysis in the legs. 
When one buttock only had been injected, the paralysis was 
usually most marked in, or confined to, the corresponding leg. 
Cases of poliomyelitis without a history of injection were un- 
common. Eight cases are presented that illustrate this condi- 
tion. In seven children paralysis of the leg followed intra- 
muscular injection of quinine within a month, and in one case, 
it followed the injection of penicillin. In instances where some 
form of trauma in an area precedes the onset of poliomyelitic 
paralysis, there are two possible explanations; either the polio- 
myelitis virus gained entrance from the exterior into the 
traumatized area, whence it ascended by the motor nerves to the 
corresponding anterior horn cells, or the poliomyelitis virus 
was present in the body before or shortly after the time when 
the area was traumatized. Although the contamination of 
syringes and needles with poliomyelitis virus cannot be entirely 
excluded, it seems highly improbable that it is the explanation 
for the considerable number of cases of poliomyelitis involving 
areas subjected to the trauma of injection. If the virus of polio- 
myelitis is present in the nervous system, and if the trauma 
caused a localized area of diminished resistance where the virus 
could proliferate rapidly, the relation of trauma to paralytic 
poliomyelitis would be explained. The authors cite literature 
reports indicating that various types of injections cause a more 
rapid proliferation of virus, and they feel that it is perhaps not 
remarkable that intramuscular injections of quinine should 
function in this way, since the intramuscular injection of 
quinine is known to cause necrosis at the site of injection. 
Poliomyelitis is a risk that must be taken into account in giving 
intramuscular injection of quinine and other irritant solutions 
to children. 


Tubercle, London 


34:67-98 (March) 1953. Partial Index 


Plombage: Review and Report on Use of Polystan. R. Laird and T. W. 
Stephens.—p. 68. 

Short-Term Postural Reduction as Prelude to Active Treatment. J. P. 
Lyons.—p. 87. 

Bilateral Fracture of Femoral Neck Following Grand Mal Fits in Tuber- 
culous Patient. S. G. Dhanik.—p. 95. 
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BOOK REVIEWS 


Biological Hazards of Atomic Energy. Edited by A. Haddow. Being 
Papers read at conference convened by Institute of Biology and Atomic 
Scientists’ Association, October 1950. Cloth. $8. Pp. 235, with illustrations. 
Oxford University Press, 114 Fifth Avenue, New York 11; Amen House, 
Warwick Sq., London, E.C.4, 1952. 


This book consists of 24 articles by different authors on 
various aspects of the injuries resulting from the impact of 
gamma rays and other ionizing radiations on living organisms. 
The early chapters deal with biochemical, genetic, and car- 
cinogenic effects; others discuss the difficult problem of toler- 
ance levels and the corresponding problem of protecting 
persons who work with atomic energy; and two concluding 
chapters deal with problems of ethics and citizenship. 

The chapters vary in the amount of technical detail, but, 
in general, they avoid entanglement in minutiae, present a 
problem in interesting fashion, and give references to original 
publications. Protective measures taken in connection with the 
atomic reactor at Harwell, England, and at the Institute of 
Radiophysics in Sweden are especially interesting. Of practical 
concern to many physicians is the chapter on the control of 
hazards and irradiation in the clinical use of radioiodine. The 
book has author and subject indexes and is illustrated. It is 
a commendable work. 


Diagnostic Manual in Speech Correction: A Professional Training Work- 
book. By Wendell Johnson, Ph.D., Professor and Chairman of Council on 
Speech Pathology and Audiology, University of Iowa, Iowa City. Frederic 
L. Darley, Ph.D., Assistant Professor of Speech Pathology and Audiology, 
and D. C. Spriestersbach, Ph.D., Associate Professor of Speech Pathology 
and Audiology. Loose-leaf. Paper. $2.50. Pp. 221. Harper & Brothers, 49 
E. 33rd St., New York 16, 1952. 


This monograph is composed of 22 units that describe and 
explain methods of diagnosing and recording speech per- 
formance. Nineteen different test forms to be completed in the 
examination of the person with defective speech are included. 
The basic units and appendixes of the text explain and assist 
in the proper completion of these forms. The examination 
forms cover such subjects as voice and connected speech ex- 
amination, articulation testing, peripheral speech mechanism 
examination, examination of harshness, examination of nasality, 
introduction of stuttering, Iowa scale of attitude toward stutter- 
ing, lowa unimanual and usage questionnaire, and rating sheets 
for student clinicians. This monograph is written primarily for 
use by educators interested in diagnosis and correction of 
speech defects, but it will also be of interest to physicians 
concerned with total rehabilitation. 


Office Management of Ocular Diseases. By William F. Hughes, Jr., 
M.D., Professor and Head, Department of Ophthalmology, University of 
Illinois College of Medicine, Chicago. Cloth. $9. Pp. 452, with 120 illus- 
trations. Year Book Publishers, Inc., 200 E. Illinois St., Chicago 11, 1953. 


This book presents current diagnostic and therapeutic proce- 
dures found useful and effective in the office management of 
ocular diseases. Discussion of techniques is generally limited 
to those with which the author is familiar, and the bibliography 
lists only references that amplify the text, comment on a con- 
troversial topic, or describe techniques untried by the author. 
Practical hints on techniques of examination and interpretation 
of findings, extensive tables on differential diagnosis, and in- 
formative sections dealing with chemical burns and beta radi- 
ation are commendable features. The concluding section pro- 
vides a helpful ophthalmologic formulary, including conversion 
tables and calculation of dosage for infants and children. The 
book should be of practical value to all physicians who treat 
patients with ocular diseases in the office. 





The reviews here published have been prepared ‘by competent authorities 
and do not represent the opinions of any official bodies unless specifically 
stated. 


Analgesia and Anesthesia in Obstetrics. By J. P. Greenhill, \\.p. Pr 
fessor of Gynecology, Cook County Graduate School of Medicine Chicas, 
Publication number 159, American Lecture Series, monograph in American 
Lectures in Gynecology and Obstetrics. Edited by E. C. Hamblen, MD. 
F.A.C.S., Professor of Endocrinology, Duke University School of Medicine 
Durham, North Carolina. Cloth. $2.75. Pp. 85, with 16 illustration, 
Charles C Thomas, Publisher, 301-327 E. Lawrence Ave., Springfield m 
Blackwell Scientific Publications, Ltd., 49 Broad St., Oxford, England. 
Ryerson Press, 299 Queen St., W., Toronto 2B, 1952. ; 


This monograph briefly presents the author's views on the 
management of analgesia and anesthesia in obstetrics. The 
subject is discussed more from the viewpoint of an obstetrician 
than from that of an anesthesiologist. The book is divided into 
11 chapters containing abbreviated descriptions of techniques, 
with the notable omission of continuous spinal anesthesia, 

The book appears too hastily compiled. The author divides 
the presentation of material concerning subarachnoid block, 
and his opinions regarding this procedure, as well as the ad. 
visability of the use of pituitary extract, are not in agreement 
on different pages. The discussion of thiopental (Pentothai) 
sodium is not up-to-date with regard to its pharmacological 
action and the need for additional oxygen or nitrous oxide. 
oxygen analgesia to prevent anoxia. Other safeguards are 
omitted. The suggested margin of 10% oxygen with nitrous 
oxide is inadequate. The author’s opinion on the use of ip. 
filtration anesthesia for dilatation and curettage in the presence 
of infection is not universally accepted. Some clinicians have 
found this method of anesthesia inadequate for permanent 
repair of childbirth lacerations, particularly when rectocele is 
a complication. 

This book, however, will be of interest to general practi- 
tioners, obstetricians, gynecologists, and anesthesiologists. A 
short bibliography and an adequate index are included. The 
illustrations, quality of printing, and general format are ex- 
cellent. 


Ciba Foundation Colloquia on Endocrinology. General editor for Ciba 
Foundation: G. E. W. Wolstenholme, O.B.E., M.A., M.B. Assisted by 
Margaret P. Cameron, M.A., A.B.L.S. Volume I: Steroid Hormones and 
Tumour Growth and Steroid Hormones and Enzymes. Volume II: Steroid 
Metabolism and Estimation. Volume III: Hormones, Psychology and 
Behaviour and Steroid Hormone Administration. Volume IV: Anterior 
Pituitary Secretion and Hormonal Influences in Water Metabolism. Cloth. 
$6; $6.75; $6.75; $7.50. Pp. 315, with 48 illustrations; 429, with 96 illustra- 
tions; 380, with 78 illustrations; 591, with 139 illustrations. Blakiston 
Company (division of Doubleday & Company, Inc.), 575 Madison Ave., 
New York 22, 1952. 


The Ciba Foundation in 1949 established an international 
center in London where research workers are encouraged to 
meet informally and exchange ideas and information. The 
foundation has sponsored several international symposiums at 
which outstanding workers from throughout the world have 
gathered. The proceedings of nine of these meetings, which 
have dealt primarily with the steroid hormones, have been 
collected in these four volumes. In addition to the formal 
addresses by the participants, the informal discussions of the 
papers are included. As a result of the informality and intimacy 
of the meetings, the discussions often include much previously 
unpublished as well as published work. The topics covered are 
too numerous to be listed here, but in every case the material 
is the most recent available. Unlike many symposia, these are 
presented in a format comparable to the high level of the 
presentations. They are illustrated with excellently reproduced 
photomicrographs and line drawings. Ample references are 
appended to each article, and each volume is separately i- 
dexed. The Ciba Foundation is to"be commended for its sup- 
port of these colloquia, which will serve research workers and 
others interested in steroid hormones. These volumes may b¢ 
commended without reservation, not only to workers in endo- 
crinology but also to internists desiring a survey of the current 
research in this field. 
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Dermatology: Essentials of Diagnosis and Treatment. By Marion B. 
gulzberge! M.D., Professor and Chairman, Department of Dermatology 
ad Syphilology, New York University Post-Graduate Medical School, New 
york, and Jack Wolf, M.D., Associate Professor of Clinical Dermatology 
and Syphilology, New York University Post-Graduate Medical School. 
Fourth edition. Cloth. $10. Pp. 592, with 65 illustrations. Year Book 
Publishers, Inc., 200 E. Illinois St., Chicago 11, 1952. 


This volume, published through three editions under the 
title “Dermatologic Therapy in General Practice,” has been 
revised to include recent advances in therapy and has been 
given a new title to acknowledge the importance of the sections 
on diagnosis that open each chapter. It presents lucidly and 
authoritatively the practical details of diagnosis and treatment 
of the commoner dermatoses and of syphilis. The authors 
have written especially for the student and general practitioner, 
put the postgraduate student of dermatology will find the 
hook helpful. Basic principles of dermatological history-taking, 
examination, and treatment are outlined before specific derma- 
toses are considered in detail. The rationale of various types 
of topical therapy is explained clearly in the chapter on prin- 
ciples of topical medication. Throughout the book, the details 
of treatment are so explicit and so well illustrated that even 
the beginner in dermatology should have no difficulty in apply- 
ing them. In each chapter the authors attempt to give per- 
spective and counsel, and the whole subject is presented 
conservatively. The book is attractively printed and bound and 
is adequately indexed. It is one of the most practical books 
in its field. 


Handbook of Orthopaedic Surgery. By Alfred Rives Shands, Jr., B.A., 
MD., Medical Director of Alfred I. duPont Institute of Nemours Founda- 
tion, Wilmington, Delaware. In collaboration with Richard Beverly Raney, 
B.A., M.D., Professor of Surgery in Orthopaedic Surgery, University of 
North Carolina, Chapel Hill, North Carolina. Fourth edition. Cloth. $8. 
Pp. 644, with 191 illustrations by Jack Bonacker Wilson and others. C. V. 
Mosby Company, 3207 Washington Blvd., St. Louis 3, 1952. 


The author is an outstanding specialist and has made many 
contributions to orthopedic surgery. He writes clearly and is 
an accurate observer. In this edition he has added 10 short 
sections to the text. The book contains many clear instructive 
line drawings. Some roentgenograms have been retained; other 
illustrations have been redrawn. 

In a few places, the book is not up-to-date. This may be 
attributed to the fact that some current methods are contro- 
versial. In the treatment of tuberculosis of bones and joints no 
mention is made of the nicotinamides. Under the local treat- 
ment of arthritic joints there is no mention of the use of 
hydrocortisone (compound F). The author also fails to men- 
tion the use of probenecid (Benemid) in the treatment of 
gout. No mention is made of phenylbutazone (Butazolidin) 
in the treatment of arthritis and allied conditions. Injuries of 
the lumbar intervertebral disks are allotted only two pages, 
little more than disorders of the coccyx are allotted. In figure 
23 it is evident that the artist did not understand the point in 
question. In general, however, this is an excellent book for its 
purpose and reflects a conservative point of view. 


The 1952 Year Book of Drug Therapy (August, 1951-August, 1952). 
Edited by Harry Beckman, M.D., Director, Departments of Pharmacology, 
Marquette University Schools of Medicine and Dentistry, Milwaukee. 
Cloth. $5.50. Pp. 606, with 114 illustrations. Year Book Publishers, Inc., 
200 E. Illinois St., Chicago 11, 1952. 


Rapid advances in medicine make it necessary to have 
frequent abstracts of important papers available for those who 
are not actively working in a particular field. For that purpose 
in the field of therapeutics this book is unusually good. The 
Volume covers many subjects, and, of course, emphasizes the 
drugs that are now being developed and investigated. Adreno- 
corticotropic hormone, cortisone, and hydrocortisone (com- 
pound F) are accorded a good deal of attention. There is a 
good discussion of fungus infections and their response to the 
antibiotics. The therapeutic agents used in neoplastic diseases 
are well covered. In the space of a small volume, abstracts on 
Many topics of current interest and references to the original 
articles are included. This volume will prove very helpful and 


time-saving to practitioners and also to teachers of medical 
Students, 
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Dermatology: A Textbook for Nurses. By Herbert Rattner, M.D., Pro- 
fessor and Chairman, Department of Dermatology, Northwestern Univer- 
sity Medical School, Chicago. Cloth. $4.25. Pp. 270, with 100 illustrations. 
W. B. Saunders Company, 218 W. Washington Sq., Philadelphia 5; 7 Grape 
St., Shaftesbury Ave., London, W.C.2, 1953. 


This small book is based on a series of lectures that comprise 
the course in dermatology for student nurses at Cook County 
Hospital, Chicago. The author has attempted “to acquaint the 
nurse with the fact that the skin is a structure with its own 
diseases, regulated by its own laws; to help her to recognize 
that some cutaneous diseases are contagious but that the vastly 
greater number are not; to stimulate her to appreciate the 
special nursing problems created by diseases of the skin; and 
to afford her an intelligent appreciation of the many unsolved 
problems of dermatology.” The first lectures deal with the 
structure, function, and care of the normal skin, the general 
types of skin lesions, and the basic principles of topical treat- 
ment. Subsequent chapters present the symptoms and findings 
of the commoner dermatoses and syphilis, with brief remarks 
on treatment. The presentation is simple and concise and is 
supplemented with a number of clinical photographs. The book 
is attractively printed and bound and has an adequate index. 
It should prove helpful to nurses, teachers, and even to medical 
students as an introduction or supplement to the more encyclo- 
pedic texts. 


The Metabolism of Protein Constituents in the Mammalian Body. By 
S. J. Bach. Cloth. $9.25. Pp. 272. Oxford University Press, 114 Fifth Ave., 
New York 11; Amen House, Warwick Sq., London, E.C.4, 1952. 


This monograph fulfills a definite need, for the last com- 
parable work on the biochemistry of amino acids was published 
in 1929. Although the scope of the book is limited to 10 
constituents of proteins, to metabolism proper, and to mam- 
mals, almost 1,200 references are cited, most of them not 
more than 15 years old and many published in 1951 and 1952. 
In addition, Dr. Bach is thoroughly familiar with the field and 
has the gift of being able to make it interesting to others. The 
author and subject indexes are comprehensive, and the printing 
and binding are excellent. This monograph is recommended 
for graduate students, research workers, and teachers of bio- 
chemistry and physiology. 


Refresher Course for General Practitioners. Specially commissioned 
articles from British Medical Journal. First collection: October 1949 to 
December 1950. Cloth. 25/-. Pp. 486, with illustrations. British Medical 
Association, 19 Tavistock Sq., London, W.C.1, 1952. 


This book consists of 55 articles by well-known British 
clinicians on medical problems commonly encountered by the 
general practitioner. Some of the topics discussed are acute 
throat, management of the premature baby, the influenzal 
diseases, causes and treatment of eczema, cardiac neuroses, 
acute abdominal disease, infant feeding, and the management 
of diabetes mellitus. The articles were originally published two 
years ago in the British Medical Journal and were published 
in book form to provide a review of established practices and 
to present newer advances in a simple, straightforward fashion. 
The book is well printed and generously illustrated. Practicing 
physicians and students alike should enjoy its contents. 


Diseases of the Esophagus. By Philip Thorek, M.D., F.A.C.S., F.I.C.S., 
Associate Clinical Professor of Surgery (formerly assigned to Gross and 
Topographical Anatomy), University of Illinois College of Medicine, 
Chicago. Cloth. $10. Pp. 140, with 102 illustrations; drawings by Carl T. 
Linden, Assistant Professor of Medical Illustration, University of Illinois 
College of Medicine. J. B. Lippincott Company, 227-231 S. Sixth St., 
Philadelphia 5; Aldine House, 10-13 Bedford St., London, W.C.2; 2083 
Guy St., Montreal, 1952. 


This short book should prove to be of interest to physicians 
interested in diseases of the esophagus. Normal anatomy and 
physiology are discussed, and methods of examination and 
diagnosis are outlined. Diagnosis and treatment of diseases 
affecting the esophagus are reviewed, and a brief discussion of 
tumors is included. There are many references, but the details 
of newer studies are not given. The book's greatest value lies 
in its excellent illustrations and the discussions of operative 
technique. 





USE OF TOBACCO AND ALCOHOL 
BY ULCER PATIENTS 


To THE Epiror:—A patient, aged 63, had a gastrectomy be- 
cause of a chronic duodenal ulcer and a posterior perfora- 
tion. The gastroenterologist recommended a bland diet for 
four months, then permitted a full diet with moderate 
smoking and occasional drinking of alcoholic beverages. The 
surgeon absolutely forbade smoking and was noncommittal 
about the need for a diet. This puts me in the middle. What 
is the recommended postgastrectomy diet regimen? What is 
the consensus on smoking or occasional use of alcoholic 


beverages? M.D., New York. 


ANSWER.—Patients with duodenal ulcer almost invariably 
secrete from 3 to 30 times as much gastric juice in the empty 
stomach during fasting as is found in normal persons. They 
also secrete several times as much gastric juice in response to 
the stimulus of food-taking. There is much reason to believe 
that this excessive secretion of gastric juice is the chief factor 
in producing the duodenal ulcer and in maintaining its chro- 
nicity. The value of subtotal gastric resection in the treatment 
of duodenal ulcer depends not only on the fact that the ulcer 
is removed but also on the fact that the secretion of gastric 
juice is greatly decreased. This decrease is accomplished 
through removal of the antrum and also a large part of the 
body and fundus of the stomach containing the acid secreting 
gastric glands. If the secretion of gastric juice has not been 
reduced below the amount found in normal persons, gastro- 
jejunal ulceration is apt to develop. Valuable information con- 
cerning this point can be secured by measuring the nocturnal 
secretion produced by the gastric remnant. In this case, the 
indwelling gastric tube must be accurately placed, under fluoro- 
scopic control. It should be emphasized that the nervous or 
vagus mechanism of gastric secretion is not eliminated by the 
operation, and the gastric remnant is still bombarded by secre- 
tory impulses arising as a result of nervous tension and 
emotional conflict. Since both smoking and the consumption of 
alcohol are potent stimuli for gastric secretion, their use un- 
doubtedly increases the hazard of gastrojejunal ulcer forma- 
tion. If the hypersecretion of gastric juice has not been entirely 
eliminated by the operation, additional unnecessary stimulation 
should certainly be avoided. 


ARACHNOIDITIS 


To THE Epitor:—/ am treating a 59-year-old woman for 
arachnoiditis, which apparently is diffuse in the lower verte- 
bal segments and which has been proved by laminectomy 
and biopsy. She has had nerve root pain over the perineum 
and in the legs for three years, and for six months there has 
been a relative atony of the urinary bladder and the bowel. 
I am interested in opinions on treatment with roentgen rays 
and with cortisone or related drugs. 


Harold E. Eisele, M.D., Los Angeles. 


ANSWER.—There is no evidence that x-ray therapy would 
be of any value in the treatment of an arachnoiditis in the 
lower part of the spinal canal. While no reports of treatment 
of this condition with cortisone are available, there seems to 
be no reason to believe that it would prove efficacious; on the 
other hand, there is no reason why it should not be tried. If 
the pain in this case is sufficiently severe to warrant it, either 
a cordotomy or a posterior root section may be considered. 
Unfortunately, neither surgical procedure could be expected to 
result in any improvement in the condition of the bowel or 
bladder; in fact, either one might make these functions worse. 





The answers here published have been prepared by competent authorities. 
They do not, however, represent the opinions of any official bodies unless 
specifically so stated in the reply. Anonymous communications and queries 
on postal cards cannot be answered. Every letter must contain the writer’s 
name and address, but these will be omitted on request. 


J.A.M.A., June 20, 1953 


QUERIES AND MINOR NOTES 


PARESTHESIA FOLLOWING FRACTURE 

OF CERVICAL SPINE 

To THE Epitor:—A 69-year-old man fell downstairs 15 mont), 
ago, sustaining a fracture dislocation at the fifth and six) 
cervical vertebrae. After treatment consisting of use 9; 
Crutchfield tongs, a neck brace, active and passive exercis, 
diathermy, and galvanic muscular stimulation, much atrophy 
and spasticity of the upper extremities and to a lesser degr, 
of the lower extremities have resulted. The patient wal}, 
with a drag of the right foot and spasticity in both legs. H, 
has limited use of the arms, with only about 30 degree, 
flexion function remaining. For six months his chief com. 
plaint has been paresthesias of the arms and legs, which jy; 
says make them feel as though they were in boiling water 
Please advise some treatment for this burning sensation, 4 
course of mephenesin (Tolserol) and vitamin By» has been 
of no value. Circulation in the feet is good. 


Gerard Del Grippo, M.D., Lock Haven, Pa. 


ANSWER.—There is no treatment known to be of value for 
paresthesias in the extremities following fracture dislocation of 
the lower cervical spine. Medication probably would prove en. 
tirely worthless, and it is unlikely that any form of surgical 
treatment would be beneficial. Naturally, one would think of 
the possibility of a cordotomy in a patient complaining of pain 
in the extremities; however, this patient’s discomfort can hardly 
be described as pain, and it seems unlikely that a cordotomy 
would relieve it. Furthermore, a cordotomy could not be per- 
formed sufficiently high to give relief of pain in the upper 
extremities, even if it proved effective for the discomfort in the 
lower extremities. 


WHISTLING NOISE OVER TEMPORAL AREA 

To THE Epitor:—A girl, aged 3, has a whistling noise over th 
left temporal area and occasionally on the right side, also 
This is synchronous with the pulse rate and is more audibli 
at some times than at others. There is no thrill palpable, th 
sound is not heard. over the vessels of the neck on either 
side, and there is no heart murmur. She was not an erythro- 
blastotic baby and had a normal delivery, with no difficult 
or even use of instruments. She has been well, except for a 
mild case of poliomyelitis at 1 year of age and pneumonia 
four months ago. This noise was heard by the mother when 
the child was 10 months old. She occasionally complains of 
headache and will lie down for 5 to 10 minutes and then 
will be playing about as usual. Would this be due to an 
arteriovenous aneurysm, and, if so, where would it be 
located? Would the headaches be caused by this? Is ther 
any surgical treatment that might be of value in this con- 


dition? G. H. Purves, M.D., Hendricks, Minn. 


ANSWER.—In all probability, the bruit synchronous with the 
heart beat that is heard in the left temporal region in this 
patient is the result of an arteriovenous fistula. This is probabl) 
a congenital anomaly of the vascular system, most likel) 
located on the left side of the head and near the point al 
which the bruit is heard most loudly. The exact location of the 
abnormality could be determined only by a cerebral angiogram 
The bruit alone would hardly be sufficient reason to make an 
angiogram or to consider any surgical treatment of this lesion. 
If at a later date neurological abnormalities develop that are 
sufficiently severe to warrant such treatment, an angiogram 
should first be made and then surgical intervention considered. 
There are so many causes for headache that it would be im- 
possible to state from the evidence given whether the headaches 
are the result of this abnormality. Many such patients can be 
treated satisfactorily by excision. What difficulties an operation 
of that type would entail and what the risks would be would 
depend on the nature and location of the lesion. In any event, 
it would not be wise to consider such treatment at this time. 
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INFLUENZA VACCINE 
To THE EDIT or:—What is the present status of influenza pre- 
yention by means of immunization? What is the likelihood 
of either inducing an allergy to egg protein or precipitating 
q reaction in persons allergic to egg protein by the use of 
such agents prepared from chick embryos? 
M.D., Kentucky. 


AnsweR.—In controlled studies, the available influenza virus 
yaccines have been found to prevent infections due to the 
strains of virus contained in the vaccines. The present vaccine 
composition includes strains that have been occurring in recent 
years. The degree of protection afforded appears to be about 
75%, The use of vaccine in population groups and in family 
groups rather than in isolated persons would afford a greater 
degree of protection, because of the reduced likelihood of 
exposure in groups in which the proportion of susceptible 
persons has been reduced below the critical level necessary for 
the disease to spread. It now appears that repeated injections 
of vaccines made from chick embryo material or the extra- 
embryonic fluids of the embryo do not induce clinical allergy 
to egg or embryo protein; however, in persons known to be 
sensitive to eggs, severe reactions are likely to occur. It is 
reommended, therefore, that vaccines prepared from egg 
material not be given to persons who are known to be egg- 
sensitive. If the question of egg sensitivity is asked prospective 
yaccinees and vaccine is not given to persons with known 
egg allergy, the procedure appears to be entirely safe. 


PSORIASIS AND CLIMATE 

To THE Epiror:—Would it be advisable for a patient with 
generalized psoriasis to move to an area with a warmer 
climate from one in the temperate zone, such as San Fran- 
cisco? Is there a direct correlation between the lessening 
of severity of psoriatic arthritis and that of skin lesions? If 
the arthritis is once established, would it tend to remain or 
may it be expected to subside? Is there any specific area in 
the country in which the incidence is especially low? 

M.D., California. 


ANSWER.—Many factors are involved in generalized psori- 
asis, With or without arthritis. Climate is only one. It would 
be foolish for the patient to move from San Francisco to a 
region with a favorable climate, such as southern Arizona, 
without a six months’ trial residency in the latter location. 
There seems to be no correlation between the lessening of 
severity of psoriatic lesions and that of arthritic lesions in a 
given patient. Arthritis, once established, usually remains. 
There is no specific area in the country in which the incidence 
is especially low. 


REPAIR OF HERNIAS WITH TANTALUM GAUZE 


To THE Eprror:—l would like information concerning the 
repair of ventral and inguinal hernias with tantalum gauze. 
Should the gauze be placed over or under the fascia? What 
type of suture is preferable? What is the proper after-care? 
Where in this area may the gauze be purchased? 


Henry C. Scholer, M.D., Monmouth, IIl. 


ANSWeR.—In this consultant’s experience in 70 cases of 
postoperative ventral hernia, it has been found advisable to 
place the tantalum gauze over the fascia and to cover it with 
a sheet of fascia lata. The addition of fascia lata is especially 
important in cases in which there is a thinning out of the skin 
and subcutaneous tissues of the abdominal wall, since tissue 
teaction is reduced and healing is promoted. When tantalum 
gauze is placéd directly beneath thinned-out skin and sub- 
cutaneous tissues, foreign body tissue reaction may be initiated 
and the gauze may be extruded. It is also essential to prepare 
4 groove or gutter in the margin of the defect in the abdominal 
wall so that the edges of the tantalum gauze are covered with 
Muscular or fascial structures. The tantalum gauze is sutured 
lM position with no. 000 braided tantalum or stainless steel 
sutures, and the overlying fascia lata is maintained in position 
with the same type of suture. Concerning aftercare, the follow- 
Ig points should be remembered: Gastrointestinal intubation 
s begun before the operation and continued until peristaltic 
activity is restored. In general, the principle of early ambula- 
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tion should be followed, because pulmonary congestion and 
atelectasis are best avoided by this measure, and coughing and 
distension, the two most hazardous complications of this 
operation, are largely eliminated. The special scultetus binder 
should be applied to the abdomen before ambulation is begun, 
especially when the defect is large. The tantalum mesh gauze 
may be purchased from any of the large surgical supply houses 
or directly from Ethicon Suture Laboratories, New Brunswick, 
wi. 5. 


SENSITIVITY TO COTTONSEED 


To THE Epitor:—A woman, aged 47, had one attack of asthma 
that required hospitalization. While there had been no pre- 
vious similar episodes, for several years she had periodic 
feelings of extreme fatigue, shortness of breath, and a feel- 
ing of being “too tired to breathe.” During the recent epi- 
sode for which she was hospitalized, skin tests showed 
sensitivity to cottonseed oil, house dust, ragweed, and Alter- 
naria. Her attending physician feels that hyposensitization 
to cottonseed oil cannot be accomplished and that this sensi- 
tivity can be controlled only through rigid dietary procedure. 
1 would appreciate advice on hyposensitization to cotton- 


seed oil. M.D., Illinois. 


ANSWER.—There are several reasons why hyposensitization 
to cottonseed oil is not to be advised in this case: 1. A posi- 
tive skin reaction to cottonseed protein does not mean that the 
patient is allergic to cottonseed oil. In the vast majority of 
instances of cottonseed sensitivity, the oil can be tolerated with 
impunity. Biological investigations of cottonseed oil do not in- 
dicate that it has any appreciable cottonseed antigen. 2. A 
positive reaction to cottonseed means that the patient could 
have trouble from the ingestion of cottonseed meal (such as 
were used in health breads) and from the inhalation of dust 
from cotton linters, such as is found in mattresses and furni- 
ture stuffing. 3. One attack of asthma, even when the cause 
is known and when desensitization is specific and safe, does 
not justify the extended period of injections ordinarily required 
in specific therapy. 4. The cottonseed antigen is a potent anti- 
gen, and desensitization with it is a truly hazardous procedure. 
It is seldom indicated. It is suggested that the patient disregard 
any dietary restrictions aimed at the elimination of cottonseed 
oil. If asthma recurs frequently, other factors, allergenic and 
otherwise, should be considered. 


ULTRAVIOLET RAYS IN BARBER SHOPS 


To THE Epitor:—We are trying to change the sanitary regula- 
tions governing barber shops in this state. The barber indus- 
try insists that ultraviolet light is effective as a germicidal 
and/or fungicidal agent, and it proposes to answer our in- 
sistence that more effective sterilization is needed by install- 
ing ultraviolet light units in the shops. Kindly furnish 
pertinent information that you have. 


C. H. McCuiston, M.D., Austin, Texas. 


ANSWER.—To kill microorganisms, a direct hit by ultra- 
violet rays of sufficient intensity is required. This is difficult to 
accomplish when organisms are on the edge of a drinking cup, 
between the teeth of a comb, at the base of the bristles of a 
brush, on the overlapping surfaces of scissor blades, in liquid 
containing suspended matter, or in air laden with dust particles 
that shield the organisms. To provide adequate sterilization, a 
germicidal application must effect killing of 100% of the 
organisms present. Ultraviolet germicidal rays cannot penetrate 
deeply and may be absorbed by finger marks, saliva, cosmetics, 
or other contaminations in a drinking cup, comb, brush, or 
other utensil. The ultraviolet germicidal lamp is, therefore, an 
uncertain means of sterilizing solid objects, even if irradiation 
of the whole surface is possible. Also, if ultraviolet germicidal 
lamps are’ used to irradiate shelves and containers, in which 
freshly sterilized and clean utensils or barber tools are stored, 
then adequate protection is required to prevent ultraviolet ray 
burns of the hands and arms of the attendants who manipulate 
these utensils. 


REFERENCE 


Acceptance of Ultraviolet Lamps for Disinfecting Purposes, Report of 
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776 QUERIES AND MINOR NOTES 


EXTRA MILK FOR WELDERS 

To THE Epiror:—Jn an industrial firm, the question of pro- 
vision of milk to welders is frequently raised. Men engaged 
in this occupation regularly follow a practice of consuming 
extra quantities of milk, and it is their firm belief that this 
counteracts the toxicity of the fumes to which they are ex- 
posed. Is there any scientific evidence to support this belief? 

W. Burton Ayre, M.D., Montreal, Quebec. 


ANSWER.—An extra intake of milk is commendable, but the 
benefit is chiefly related to vitamin levels. The action of nitro- 
gen oxides on the respiratory tract initially and primarily is 
local. Some welding work is attended by unusual thirst that is 
not easily satisfied. Some welders and galvanizers believe that 
milk best meets this need. Certainly milk consumption may not 
be relied on as constituting adequate protection against harm- 
ful concentration of either welding gases or metal fumes. 


TINNITUS 

To THE EpITor:—A woman, aged 62 who has had hypertension 
(systolic pressure 270 to 220 mm. Hg; diastolic pressure 120 
to 100 mm. Hg) for 15 years now complains of persistent 
ringing in her ears. Results of physical examination are 
essentially normal, and she has no apparent ear involve- 
ment. What therapy can you suggest to alleviate her con- 
dition? Maurice M. Schrier, M.D., Brooklyn. 


ANSWER.—It is questionable whether the tinnitus in this 
patient is necessarily related to the hypertension. Tinnitus 
occurs just as frequently independently of vascular disorders. 
The treatment of tinnitus aurium is unsatisfactory; there is 
no specific remedy. Raising the hemoglobin to an optimum 
level may help, but there is no assurance of this. 


LABORATORY TESTS IN INCOMPLETE ABORTION 


To THE Epiror:—In the case of an incomplete abortion, what 
is the significance or value of an Aschheim-Zondek, a Fried- 


man, or a frog test? For how long will these tests give 
positive results? If placental tissue remains attached to endo- 
metrium, do these tests give positive results? 

Jerome C. Pierce, M.D., Chicago. 


ANSWER.—A negative result in an Aschheim-Zondek, a 
Friedman, or a frog test in the presence of an incomplete 
abortion indicates that the placental tissue is not producing 
gonadotropic hormones, but it does not indicate an absence 
of placental tissue. If placental tissue remains attached to the 
endometrium and produces gonadotropic hormones, the test 
continues to give a positive result. Usually, results of a biologi- 
cal test become negative about eight days after delivery or 
removal of placental tissue. 


ROENTGENOGRAPHIC STUDIES 

DURING PREGNANCY 

To THE Epitor:—/ would like to inject a note of sober realism 
into the discussion on “Roentgenographic Studies During 
Pregnancy” in THE JouRNAL March 2], 1953, page 1054. It 
is true that the fetus is more radiosensitive during the first 
trimester of pregnancy than at a later stage of development, 
but it is also true that it is most susceptible to radiation 
during the first two weeks after its conception. Moreover, 
in roentgen diagnostic procedures that are employed far 
more frequently, such as studies of the gastrointestinal tract, 
a considerably greater amount (4 to 20 times as much) of 
roentgen rays will be delivered to the region of the uterus 
than in roentgen pelvimetry. According to conservative 
estimates, more than a million barium enema studies and an 
even greater number of gastrointestinal x-ray studies are 
performed in this country each year. Assuming that half this 
number are done on women and realizing that radiologists 
seldom confine their examinations to the first 10 days follow- 
ing a normal menstruation, which they should do if x-ray 
pelvimetry is harmful, some reevaluation of this problem 
appears in order. The number of women who have under- 
gone x-ray studies within the first two weeks of their as yet 
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unsuspected pregnancy over the last 20 years mus; le 
staggering. If any ill effect on a fetus has resulted from this 
practice, it should be known by now. If new and definite 
evidence of such ill effects has accumulated recently, ; 
should be brought to the attention of the medical profession 
Until then, I believe, the best that obstetric radiology has 1, 
offer to the referring physician is a simple pelvimetric ¢,. 
amination in the earlier part of the patient’s first pregnancy 
(dose to fetus, 0.5 to 2 r), visualization of the fetus after th, 
24th week for the detection of obvious abnormalities gn; 
for fetal age determination as part of routine prenatal care 
and a more elaborate cephalopelvimetric examination ney 
term, whenever an uncertainty about cephalopelvic dispro. 
portion remains. G. S. Schwarz, M.D. 
Columbia-Presbyterian Medica! Cente, 
622 W. 168th St., New York 33. 


DARK BROWN MOLE 

To THE Epitor:—ZIn Queries and Minor Notes in THE Journ 
March 21, 1953, page 1051, is the answer to a query on the 
handling of a nevus “irregular, dark brown, 11 cm. in 
diameter, intracutaneous, not raised, and not ulcerated” 
The inquirer is advised that “the area should be widely 
excised down to the fascia.” I believe that most derma. 
tologists and many pathologists will consider this advice 
unnecessarily radical. The fact that such a lesion on the 
posteromedial aspect of the lower leg has slightly increased 
in size in the past year after being present for many years 
certainly does not excite enough suspicion of malignancy 
to justify such radical treatment. If every such lesion, re- 
gardless of location, were excised widely and down to the 
fascia, we would indeed be a deeply scarred race. I believe 
that most pathologists will agree that local excision (as 
suggested by the writer of the query) for biopsy would be 
adequate treatment. If biopsy indicates that the lesion is a 
junction nevus showing activity or a malignant lentigo, 
wider and deeper excision can be carried out after th 
biopsy, without danger of metastasis being increased by the 
short delay. A. Fletcher Hall, M.D. 

2200 Santa Monica Blvd. 
Santa Monica, Calif. 


EVANESCENT MASS IN SUPRACLAVICULAR FOSSA 


To THE Epitor:—/n THE Journat Feb. 21, 1953, page 696, 
in the query on “Evanescent Mass in Supraclavicular Fossa," 
Dr. Ramon A. Barrera describes a soft swelling of change- 
able size above the left clavicle. This sort of swelling is 
not unlike the so-called hydrocele of the neck, a cystic swell- 
ing somewhat similar to the cystic hygroma of infancy but 
occurring in adults in this particular location. These are 
multilocular cysts, with thin endothelial walls, lying deep 
in the neck and extending down into the thorax and even 
into the axilla. They have a tendency to vary in size. The 
diagnosis can be established by aspiration. Normally the 
cysts contain a clear, straw-colored fluid that coagulates 

on standing. Hemorrhage into them, however, is common, 

and the needle may withdraw what appears to be pure blood. 

A blood cell count will reveal that it is not similar to the 

peripheral blood. Lindon Seed, M.D. 

55 E. Washington St., Chicago 2. 


INFECTION OF SEMINAL VESICLE 
To THE Epiror:—With regard to Dr. Benjamin Berger's in- 
quiry in THE Journal, Feb. 7, 1953, page 533, about the 
treatment of hemospermia, may I add that vasotomy with 
injections of an appropriate antibiotic, as determined 6) 
culture and sensitivity tests, or the alternate instillation 0! 
Collargol (a colloidal silver preparation) may be helpful. 
Another method that has been found successful in hemo- 
spermia of unknown origin is the use of estrogenic hor- 
mones, described by Huggins and McDonald (j. Clio. 
Endocrinol. 5: 226, 1945). Murray Russell, M.D. 
8820 Wilshire Blvd. 
Beverly Hills, Calif. 





